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how much 





How much blood loss a patient can withstand depends on many 
factors. However, the wisdom of holding blood loss to a minimum 
is generally accepted. 

Preoperative Adrenosem helps preserve every precious drop of 
blood and lessens the need for transfusions, both during and after 
surgery. It provides a clearer operative field, facilitating the pro- 
cedure and shortening operating time. Postoperatively, Adrenosem 
reduces seepage and oozing.t 

Adrenosem’s high index of safety, with no contraindications at 
recommended dosage levels, establishes it as a standard preventive 
measure in any procedure where bleeding may present a problem. 
{Bibliography and detailed literature available on request. 





too much) 





SUPPLIED: 
AMPULS 5mg., 1 cc.: packages of 5 and 100 
10 mg., 2 cc.: packages of 5 
TABLETS 1 mg. (s.c. orange): bottles of 50 
2.5 mg. (s.c. yellow): bottles of 50 
SYRUP 2.5 mg. to each 5 cc. (1 teaspoonful): 4 oz. bottles 


SALICYLATE 
(Brand of carbazochrome salicylate) 
controls capillary bleeding 
*U.S. Pat. Nos. 2581850, 2506294 


THE Ss. E. M ASSENGILL COMPANY, Bristol, Tennessee » New York « Kansas City * San Francisco 





New Baptist Memorial Hospital, Oklahoma City. 
Completely air-conditioned with Gas-operated 
Carrier Absorption Refrigeration. Architect and Consulting 
Engineer: Coston, Frankfurt and Short. 
General Contractor: G. E. Bass & Company, Inc. 
Mechanical Contractor: Wattie Wolfe Company. All of Oklahoma City. 





This new hospital controls ing parts to maintain or repair. And thrifty 


e ae oe P as k fuel costs low. 
air conditioning costs with °° ““Peme css ew | 
Control your air conditioning costs with Gas- 


GAS-operated CARRIER operated Carrier Absorption Refrigeration. 


absorption refrigeration. For full details call your local gas company, 


‘ ‘ : : or write to Carrier Corporation, Syracuse 1, 
The beautiful new Baptist Memorial Hospi- ya yor. AMERICAN GAS ASSOCI : 


tal in Oklahoma City combines advanced fa- 

cilities with advanced equipment that won’t This Carrier Automatic Absorption Refrigeration unit 
; : ; é provides 530 tons of cooling from a central location in 

price itself out of service. For modern air the hospital. Two gas-fired boilers supply all the steam 

conditioning they chose one of the most effi- used for heating and absorption cooling. 

cient systems available... Gas-operated 


Carrier Absorption Refrigeration. 


The Carrier absorption unit’s energy source 
is low pressure steam, from the same gas- 
fired boilers that heat the hospital in winter. 
The unit converts this steam into chilled wa- 
ter for cooling air. 


Thus, boiler capacity is put to efficient year 
round use... heating in winter...cooling in 
summer... and supplying steam for steril- 


izers, laundry and other hospital needs. t 0 i fi F ATi i G & C0 0 [| N G 
Carri b ti it ithout 
noise or vibration. There areno major mov. GAS I$ GOOD BUSINESS! 
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MERTHIOLATE 
A RELIABLE 
ANTISEPTIC 


Germicidal under virtually all conditions 


Merthiolate is germicidal in dilutions up to 1:4,000 in serum media and 
maintains its activity in the presence of soaps. It is relatively nonirritating 
in the concentrations suggested for use. Merthiolate is used as a bacterio- 
static agent in fluids for parenteral administration—strong evidence of its 
safety. When a reliable antiseptic is indicated, specify Merthiolate. 


Merthiolate® (thimerosal, Lilly) 


EL! LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 


960003 
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the most 
versatile conveyor 


ever built! 


New Variable Capacity FOODVEYOR 
serves either 18, 20, 22 or 24 


Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “variable capacity”. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 
e Mechanical forced air refrigeration system cools 
instantly to 40°. % hp compressor cools faster than 


your refrigerator. Does away with need for cold 
plates, deep freezers or pre-freezing. 

e Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 3 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 

e Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers are fabri- 
cated of heavy gauge lightweight aluminum. 

Only Blickman makes the revolutionary new Food- 

veyor. For full information see your Blickman dealer 

or write S. Blickman, Inc., 3810 Gregory Avenue, 

Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 


Look for this symbol of quality B:j/¢q Tien 
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Wherever 
Salicylate therapy 


is warranted 


BUFFERIN 


brings fast relief and avoids upset stomach 


Wess tasters 
@ reduces patients’ complaints 
@ saves time for nurses and aides 
@ improves hospital efficiency and economy 
@ offers exclusive hospital size Bufferin 1000's 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
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hospital association meetings 


OCTOBER 


American Society of Anesthesiol- 
ogists, New York City (Statler Hotel) 
Hospital Association of Rhode Island, 
Providence (Sheraton-Biltmore Hotel) 
Hospital Laundry Management and 
Operation, Chicago (AHA Head- 
quarters) 

American Association of Medical 


AMERICAN HOSPITAL ASSOCIATION MEETING AND INSTITUTE 
NATIONAL MEETINGS CALENDAR 
1961 THROUGH MARCH 1961 


(American Hospital Association Institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health field 


Feb. 1-2—Midyear Conference of Presidents 
and Secretaries, Chicago (AHA Head- 
quarters) 

Sept. 25-28—-63rd Annual Meeting, Atlantic 


City (Convention Hall) 


are shown in ITALICS.) 





Jewett stainless steel hospital equipment 
engineered to fit exacting requirements 


STANDARD EQUIPMENT 


In addition to the world famous 
Jewett Blood Bank and Jewett Mor- 
tuary Refrigerator, we manufacture 
a complete line of refrigerators and 
equipment for the hospital field. This 
includes refrigerators for biolegicals, 
pharmaceuticals and milk formulas, 
as well as for nurses’ stations and diet 
kitchens. Jewett likewise produces 
autopsy tables, culture incubators 
and walk-in refrigerator doors. 


CUSTOM EQUIPMENT 


Jewett, the acknowledged leader in 
the manufacture of custom refrigera- 
tion will modify standard equipment 
to suit your requirements; or will 
design and build entirely new equip- 
ment carefully engineered and dimen- 
sioned to meet your precise needs. 


ILLUSTRATED LITERATURE 


Our new brochure with detailed 
information on the complete 
Jewett line will be sent free on 
request. Please specify booklet 
No. 1059. 





20-21 
24-26 
24-26 
24-26 


24-28 


24-28 


25-27 


Clinics, New Orleans (Roosevelt 
Hotel) 

American Association of Medical 
Record Librarians, Seattle (Olympic 
Hotel) 

Evening and Night Nursing Service 
Administration, Pittsburgh (Pick- 
Roosevelt Hotel) 

American College of Surgeons, 46th 
Annual Clinical Congress, San 
Francisco (Civic Auditorium) 
National Federation of Licensed 
Practical Nurses, Albuquerque, N. 
Mex. (Cole Hotel) 

Indiana Hospital Association, In- 
dianapolis (Student Union Bldg., In- 
diana University Medical Center) 
Hospital Pharmacy (Specialized), Chi- 
cago (AHA Headquarters) 
Maryland-District of Columbia-Dela- 
ware Hospital Association, Wash- 
ington (Shoreham Hotel) 
Saskatchewan Hospital Association, 
Saskatoon (Bessborough Hotel) 
Vermont Hospital Association, Bur- 
lington (Vermont Hotel) 

Idaho Hospital Association, Boise 
(Elks Lodge) 

Oregon Hospital Association, Gear- 
hart (Gearhart Hotel) 

Institute on Supervision, Chicago 
(AHA Headquarters) 

American Dental Association, Los 
Angeles (Los Angeles Memorial 
Coliseum) 

Associated Hospitals of Manitoba, 
Winnipeg (Royal Alexandra Hotel) 
American Dietetic Association, Cleve- 
land (Sheraton Hotel) 

American Nursing Home Association, 
Washington, D.C. (Mayflower Hotel) 
North Dakota Hospital Association, 
Williston 

Washington State Hospital Associa- 
tion, Spokane (Davenport Hotel) 
Nebraska Hospital Association, 
Omaha (Sheraton Fontenelle) 
Directors of Hospital Volunteers (Bas- 
ic), Cleveland (Statler-Hilton Hotel) 
Ontario Hospital Association, Toron- 
to (Royal York Hotel) 

South Dakota ‘Hospital Association, 
Rapid City 

California Hospital Association, Santa 
Barbara (Miramar and Biltmore 
Hotels) 

Medical Social Work in Hospitals, 
Kansas City (Bellerive Hotel) 
Associated Hospitals of Alberta, Ed- 
monton (Jubilee Auditorium) 


31-Nov. 3 American Public Health Associa- 


REFRIGERATOR CO.., INC. 
@ LETCHWORTH STREET 
BUFFALO 13, NEW YORK 


tion, San Francisco (Civic Auditorium) 
31-Nov. 4 Staffing Departments of Nursing, 
Chicago (AHA Headquarters) 


MANUFACTURERS NOVEMBER 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 


Since 1849 


3-4 Oklahoma Hospital Association, Okla- 
homa City (Skirvin Hotel) 
(Continued on page 101) 
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Help to reduce transfer 
of oral pathogens “2:2. 


; up to 

) 75% profit... 
on each 
Cépacol Bedside 
Bottle... 


this is an 


—=& rs <-prr i$ eS > exclusive, specially 
setanmye¢ ; @ priced hospital, 
TOMA. 10% 


Cepacol me I 


BEDSIDE BOTTLE 


antibacterial mouthwash / gargle 


Hospital Department C-2 
The Wm. S. Merrell Company 
Cincinnati 15, Ohio 


I would like to receive... 


e destroys wide range of oral bacteria on 
contact e improves oral hygiene of bedfast 
patients e overcomes unpleasant taste — 
promotes sweeter breath e has a clean, re- 
freshing taste that lasts e a service patients 
appreciate e saves pharmacists’ and nurses’ 
time 


bo A complimentary sample of Cépacol 
bail Professional literature on Cépacol 


Name 





for full details see your Merrell representative 
or write Hospital Department in care of Merrell 


Position 





Address 





City Zone State 





THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO ¢ 8ST. THOMAS, ONTARIO - ® 
pe Or = ies ileenarane SST aia > a Oe Me ee 
ae ey io os ee oo oo oe oe 
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officers, 


trustees and councils 


OF THE AMERICAN HOSPITAL 





OFFICERS 


President 


Frank S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 


President-Elect 


Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 


Immediate Past President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Treasurer 


John N. Hatfield, Passavant Memorial Hospital, Chicago 
il 


Executive Vice President 
Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Secretary 
Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


Assistant Secretary 
James E. Hague, 840 North Lake Shore Drive, Chicago 
1) 


Assistant Treasurer 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 


BOARD OF TRUSTEES 


Chairman: Frank 8. Groner, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 

John N. Hatfield, Passavant Memorial Hospital, Chicago 
li 


Term Expires 1961 


PD. R. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alberta, Canada 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Latter-day Saints Hospital, 
Salt Lake City 3, Utah 

Term Expires 1962 


George T. Bell, Hospital Service Association of North- 
eastern Pa., Wilkes-Barre, Pa. 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
Columbia, 8.C 

Stanley A. Ferguson, University Hospitals of C ,eveland, 
Cleveland 6 

Term Expires 1963 

Donald W. Cordes, Iowa Methodist Hospital, Des Moines 
14 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William 8S. McNary, Michigan Hospital Service, Detroit 
26 

Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10 


Coordinating Council 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md. 

Frank S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 

J. Milo Anderson, Presbyterian Medical Center, San 
Francisco 15 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 2 

George E. Cartmill, Harper Hospital, Detroit 1 

Dean A. Clark, M.D., Massachusetts General Hospital, 
Soston 14 

John A. Dare, Virginia Mason Hospital, Seattle 1 

T. Stewart Hamilton, M.D., Hartford Hospital 15, Conn. 

Mrs. Harry Milton, Jewish Hospital of St. Louis 


r : Aux- 
iliary, St. Louis 10 


Council on Administrative Practice 
Chairman: George E. Cartmill, Harper Hospital, De- 

troit : 
Term Expires 1961 


Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 ; 
James M. Crews, Methodist Hospital, Memphis 4, Tenn. 


William K. Klein, Long Island Coll 
een id College Hospital, Brook- 


Term Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 


Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 


Term Expires 1963 


Alvin J. Binkert, Presbyterian Hospital in the City of 
New York, New York 32 

John Danielson, Evanston Hospital, Evanston, Ill. 

Jack A. L. Hahn (vice chairman), Methodist Hospital 
of Indiana, Indianapolis 7 


Secretary: William T. Middlebrook Jr., 840 North Lake 
Shore Drive, Chicago 11 


Council on Association Services 


Chairman: John A. Dare, Virginia Mason Hospital, 
Seattle 1 


Term Expires 1961 


Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice chairman), St. Mary's Hos- 
pital, Pierre, S. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8S. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 
Rock, Ark. 

Richard Lubben, Kadlec Methodist Hospital, Richland, 
Wash. 

Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenn. 

Stuart W. Knox, Connecticut Hospital Association, New 
Haven 11, Conn. 

Stanley W. Martin, Ontario Hospital Association, Toron- 
to 7, Ontario, Canada 


Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Council on Blue Cross, Financing 
and Prepayment 


Chairman: J. Milo Anderson, Presbyterlan Medical 
Center, San Francisco 15 

Term Expires 1961 

N. D. Helland, Group Hospital Service, Tulsa 1, Okla. 

Fredric P. G. Lattner, Hospital Service, Inc. of Iowa, 
Des Moines 7, Iowa 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


Term Expires 1962 

H. A. Schroeder, Blue Cross of Florida, Inc., Jackson- 
ville 1, Fla. 

Robert M. Sigmond, Hospital Council of Western Penn- 
sylvania, Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires 1963 

Robert T., Evans, Hospital Service Corporation, Chicago 
90 

R. Mannix (vice chairman), Blue Cross of 

Northeast Ohio, Cleveland 15 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Secretary: Maurice J. Norby, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 

Term Expires 1961 

Kenneth Holmquist, Bethesda Hospital, St. Paul 3 

Rev. Stephen K. Callahan, Our Lady of Fatima Hos- 
pital, Providence 4, R.I. 

William L. Wilson (viee chairman), May Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 

W. P. Earngey Jr., Harris Hospital, Fort Worth 4, Tex. 

Clyde L. Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Term Expires 1963 

Louis B. Blair, St. Luke’s Hospital, Cedar Rapids, 
Iowa 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 

James P. Richardson, Presbyterian Hospital, Charlotte 
1, N.C. 


Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


ASSOCIATION 


Council on Hospital Auxiliaries 


Chairman: Mrs. Harry Milton, Jewish Hospital of 
St. Louis Auxiliary, St. Louis 10 

Term Expires 1961 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17 

Mrs. Leonard A. Lang, Women’s Auxiliary, Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, Ill. 

Term Expires 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 
for Service, Inc., New Rochelle, N.Y. 

Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 

Melba Powell (vice chairman), Coahoma County (Hos- 
pital) Women’s Auxiliary, Clarksdale, Miss. 

Term Expires 1963 

Mrs. Howard Barker, Latter-day Saints Hospital Aux- 
iliary, Salt Lake City 3, Utah 

Vivien Ross, Royal Victoria Hospital, Montreal 2, 
Quebec, Canada 

Richard O. West, Norwalk Hospital, Norwalk, Conn. 


Secretary: Patricia Sussmann, 840 North Lake Shvre 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 1961 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Manitoba, Canada 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 


Term Expires 1962 


Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 


Term Expires 1963 

Paul R. Hanson, Emmanuel Hospital, Portland 17, Ore 

David Littauer, M.D., Jewish Hospital, St. Louis 10 

Col. Thomas McGibony, MC, Office of the Surgeon Gen- 
eral, Department of the Army, Washington 25 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: Dean A. Clark, M.D., Massachusetts Gen- 
eral Hospital, Boston 14 

Term Expires 1961 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 

Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital, Baltimore 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Term Expires 1963 


Orville N. Booth, St. Francis Memorial Hospital, San 
Francisco 9 

G. Halsey Hunt, M.D., National Institutes of Health, 
Bethesda 14, Md. 

Robert E. Toomey, Greenville General Hospital, Green- 
ville, S.C. 


Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson. associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

J. Allan Mahoney, M.D., assistant director 
John E. Sullivan, controller 
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they may look the same... but 


one suture is more pliable 


Electron Beam Sterilization preserves the natural 
elasticity of collagen. As a result Electron Beam 
Sterilized ETHICON surgical gut is more pliable, 
and averages about 10 per cent stronger, too. 


“electron beam sterilized surgical gut 


ETHICON 
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So far, nobody$ found —> +he ideal single anticoagulant — 








tnen you've Got a Combined example of the ‘Closest approach 


PANHEPRIN 


eparin Sodium, Abbott) 


immediate Clotti ug Control 


PAN WARFIN 


(Warfarin Sodium, Abbott) 


predictable oval maintenauce 


1 961, (Modell, W., Ed.), Mosby, St .Louis, 1960; p. 652 





—> but when you Start PANHEPRIN —> Together with oval PANWARFIN 





+o ideal anticoagulant thevapy' 4 


Yes, Doctor, combined treatment with heparin and a 
coumarin-like drug is called “the closest approach to ideal 
anticoagulant therapy.” And for good reason. Consider: 

Panheprin gives almost instant coagulation control. It 
provides parenteral heparin, the agent of choice for rapid 
effect on clotting time. Start your patient on Panheprin for 
immediate protection. 

Panwarfin, on the other hand, is especially convenient for 
long-term use. You'll like the predictability of Abbott’s 
coumarin-type agent (little juggling of dosage is needed). 
Your patients will like the comfort and lower cost of its 
oral dosage, too. After a suitable combined build-up period, 
you can continue Panwarfin alone. 

Our newest booklet, “Abbott Anticoagulants and Their 
Antagonists,” gives details. Ask your Abbott man. Or =) 
write Abbott Laboratories at North Chicago, Illinois. Qa 
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introducing He authors 


Albert T. Hume, M.D., Manager of 
the Veterans Administration Hos- 
pital, Dawson Springs, Ky., recom- 
mends the neg- 
ative-positive 
approach for 
judging an em- 
ployee’s job po- 
tential in his 
article on p. 49. 

Prior to join- 
ing the staff of 
the Kentucky 
veterans hospi- 
tal in 1957, Dr. 
Hume served as 
director of professional services at 
the Veterans Administration Hos- 
pital in Temple, Tex., for 10 years. 

Dr. Hume’s army experience in- 
cludes four years of service as a 
surgeon with the 26th Field Hos- 
pital in the Persian Gulf Theater. 

Dr. Hume completed his under- 
graduate work at South Dakota 
State College, Brookings, and 
earned his medical degree at Wash- 
ington University, St. Louis. Dr. 
Hume has also completed courses 
in management and served as a 
management trainee at the Veter- 
ans Administration Hospital, Den- 
ver, Colo. 

A fellow of the American Geri- 
atric Society, Doctor Hume holds 
membership in the American Medi- 
cal Association and in the Ameri- 
can College of Hospital Adminis- 
trators. 


DR. HUME 


Paul W. Searles, M.D., who is chief 
of anesthesia at Presbyterian-St. 
Luke’s Hospital, Chicago, outlines 
the essentials of 
a good inhala- 
tion therapy 
program with 
special empha- 
sis on the use 
of inhalational 
therapy in the 
postoperative 
recovery room 
(p. 55). 

Dr. Searles 
also serves as 
clinical professor of anesthesiology 
at the University of Illinois School 
of Medicine. He has been associ- 
ated with the medical school’s 


DR. SEARLES 
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faculty for the past four years. 

Dr. Searles is a member of nu- 
merous professional societies, in- 
cluding the American Medical As- 
sociation, the American College of 
Anesthesiology and the American 
Society of Anesthesiologists, Inc. 
In addition to serving as director 
and secretary of the American 
College of Anesthesiology, Doctor 
Searles also currently serves as 
chairman of the society. He is a 
past president of the New York 
Society of Anesthesiologists. 

During the past 20 years Dr. 
Searles has been actively engaged 
in research in temperature and 
blood changes. Results of his re- 
search have been reported ex- 
tensively in the medical literature. 

A member of the U.S. Army 
reserve, Dr. Searles is presently 
assigned to the 801st General Hos- 
pital as chief of professional serv- 
ices with the rank of full colonel. 
During World War II, he saw ac- 
tive duty in the European Theater. 
He is the recipient of four battle 
stars. 

A graduate of the University of 
Minnesota Medical School, Dr. 
Searles served his internship at 
the Hackensack (N.J.) General 
Hospital and his residency at Mayo 
Clinic. He has been certified by 
the American Board of Anesthesi- 
ology, Inc. 


Mrs. Beatrice Phillips and Jerry A. 
Solon describe the program at Bos- 
ton’s Beth Israel Hospital whereby 
social services are provided private 
patients on fee basis (p. 34). Mrs. 
Phillips is director of the hospital’s 
social service department and Mr. 
Solon is director of the medical 
care studies unit at Beth Israel 
Hospital. 

Mrs. Phillips served as assistant 
director of the hospital’s social 
service department for 13 years 
prior to her appointment as de- 
partmental director in 1956. 

Mrs. Phillips is a member of a 
number of professional organiza- 
tions, including the National As- 
sociation of Social Workers, the 
National Conference on Jewish 
Communal Service and the Ameri- 


can Public Health Association. She 
has held offices in these organiza- 
tions and their local affiliates, 

Mrs. Phillips completed her 
undergraduate work and received 
her master’s degree from Simmons 
College School of Social Work, 
Boston. She currently serves as a 
member of the college’s faculty in 
the medical social work sequence. 

In 1959 Mrs. Phillips was chosen 
as the first medical social worker 
on an international exchange pro- 
gram sponsored by the State De- 
partment and the Department of 
Health, Education, and Welfare. 
She was awarded a grant to visit 
Chile and Peru as an American 
specialist to observe social welfare 
programs, especially those affiliated 
with medical care and general 
health programs. 


MRS. PHILLIPS MR. SOLON 


As director of Beth Israel Hos- 
pital’s medical care studies unit, 
Mr. Solon conducts research on the 
organizational, administrative and 
social aspects of patient care. He 
also serves as an instructor in 
sociology for the hospital’s school 
of nursing. 

Prior to joining the staff of Beth 
Israel Hospital in 1956, Mr. Solon 
was engaged in health research 
activities for such groups as the 
U.S. Public Health Service, the 
Commission on Chronic Illness and 
the Children’s Bureau. 

A graduate of the College of 
the City of New York, Mr. Solon 
did graduate work at the American 
University, Washington, D.C. He 
holds a master’s degree in sociol- 
ogy. 

Mr. Solon is a member of the 
American Public Health Associa- 
tion and the American Sociological 
Association. 


HOSPITALS, J.A.H.A. 





In threatened abortion... 


Provera’ is now available in a new 
long-acting injectable form: 


wt 


Depo-Prove 
4 ing. per 0 


ACTUAL SIZE 


Formula: 


Sterile micronized medroxyprogesterone acetate 
(17-alpha-hydroxy-6-alpha- 
methylprogesterone acetate). 


Supplied: 


In 1 cc. and 5 cc. size vials. 


*TRADEMARK, REG. U.S. PAT. OFF. ** TRADEMARK 


OCTOBER |, 1960, VOL. 34 


Depo-Provera 


Potent 
Depo-Provera is 4 times as potent as any other 
available progestogen (by castrate assay). 


Long-acting 

A single 50 mg. injection of Depo-Provera 
will produce a progestational effect 

that lasts for up to 16 days. 


Well tolerated 
No significant untoward side effects 
have been reported. 


More acceptable to patient 
Micronized in sterile aqueous suspension— 
little or no pain at site of injection. 


Depo-Provera 
Upjohn | 


The Upjohn Company, Kalamazoo, Michigan 
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Action on overutilization 


Dear Sir 

Your editorial in the Aug. 1, 
1960, issue of the Journal entitled 
“Overutilization: fact or fiction?” 
is well reasoned and arrives at a 
proper conclusion: that a precise 
answer to the question is impos- 
sible because the evidence is not 
all in. Of course, if the editorial 
had been entitled ‘Hospital man- 
agerial inefficiency: fact or fic- 
tion?” or “Poor quality of medical 
care in hospitals: fact or fiction?” 
the same reasoning could be ap- 
plied and the same conclusion 
reached. Definitions of these terms 
also are not precise; appropriate 
statistical measurements have not 
been agreed upon; and the effec- 
tiveness of proposed solutions can 
not always be readily demon- 
strated. 

Nevertheless, almost everyone 
agrees that very few hospitals are 
grossly inefficient and that none 
is as efficient as possible. Every- 
one agrees that very few hospitals 
provide very poor quality of care 
and that none provide the opti- 
mum quality of care. 

It would be valuable to have 
more precise information on ef- 
ficiency and quality, but it would 
be wrong to suspend activity that 
is designed to improve efficiency 
and quality “because the evidence 
is not all in”. Hospital manage- 
ment and the medical staff cor- 
rectly expend much energy in this 
regard despite the absence of com- 
plete evidence. 

Is not the situation with respect 
to overutilization the same? Does 
it matter whether the evidence is 
all in? Should we not agree that 
most utilization in most hospitals 
is proper but that some utilization 
is not? Should not hospital man- 
agement and the medical staff 
work to eliminate any overutili- 
zation that exists because it rep- 
resents waste of community re- 
sources? Should they not expend 
as much energy on utilization as 
on efficiency and quality? Would 
not such effort lead to the conclu- 
sion that the evidence on utiliza- 
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tion will never all be in? 

With respect to hospital inef- 
ficiency, poor quality of care and 
overutilization of facilities, the 
question “fact or fiction” is mis- 
leading to hospital management, 
the medical staff and to the pub- 
lic. In each case, the answer is 
“fact and fiction”. And we'll never 
know precisely how much of each, 
but we can work continuously to 
eliminate most of the “fact” in 
each of the three. The public ex- 
pects us to be working on these 
three problems and will not accept 
the excuse that “the evidence is 
not all in’, 

Most hospitals do work very 
hard to eliminate any “facts” of 
inefficiency and poor quality of 
care from their operations. Most 
hospitals do not yet attempt to 
separate “fact” from “fiction” con- 
cerning overutilization in their op- 
erations. However, they should. 

In western Pennsylvania, hospi- 
tal management and the medical 
profession have joined hands in 
developing and applying a tech- 
nique to discover “facts” of over- 
utilization and to do something 
about them. This technique is de- 
scribed in a pamphlet entitled 
Establishment and Functioning of 
a Medical Staff Utilization Com- 
mittee. Co-sponsored by the Hos- 
pital Council of Western Pennsyl- 
vania and the Tenth Councilor 
District of the Pennsylvania Med- 
ical Society, this pamphlet was 
published by the Hospital Service 
Association (Blue Cross) of West- 
ern Pennsylvania. The pamphlet 
is available at 30 cents per copy 
from the Hospital Council of West- 
ern Pennsylvania, 130 De Soto 
Street, Pittsburgh 13, Pa.—ROBERT 
M. SIGMOND, executive director, 
Hospital Council of Western Penn- 
sylvania, Pittsburgh. e 


Insurance for administrators 


Dear Sir 

In “Service From Headquar- 
ters” in the Aug. 16, 1960, issue 
of the Journal, p. 104, the follow- 
ing comment is made with refer- 
ence to hospital professional li- 


LETTERS TO THE EDITOR 


ability insurance: ‘“‘The term 
‘executive officer’ does not include 
the administrator. The adminis- 
trator can be included ... by 
the payment of additional pre- 
mium:....” 

The same statement appears in 
the 1955 Manual on Insurance for 
Hospitals, published by the Amer- 
ican Hospital Association. The 
manual also states that “members 
of governing boards may be in- 
cluded as additional insureds 
without incurring extra premium 
charges.” 

At least one of the major under- 
writers of hospital professional 
liability insurance includes the 
hospital administrator at no addi- 
tional premium and will upon re- 
quest issue an endorsement to its 
policy so stating. 

A number of insurance com- 
panies write separate policies cov- 
ering professional liability of hos- 
pital administrators. Whether 
paid for by the administrator or 
by the hospital that employs him, 
this insurance may be less expen- 
sive and should be considered as 
another approach to the desired 
objective—Davip V. SHAW, hos- 
pital consultant for The McMurry 
Company, Chicago. Ld 


Praise for Doctor Bloomberg 


Dear Sir 

The article, “Must there be two 
communities in patient care?”, by 
Wilfred Bloomberg, M.D., in the 
Aug. 1, 1960, issue of the Journal, 
was most interesting and is a re- 
flection of the tremendous vision 
which this man possesses. It was 
my privilege to know and serve 
this gentleman in the veterans 
hospitals of Massachusetts. He left 
his mark here and will accomplish 
a great deal for psychiatry and 
the citizenry of Connecticut. If the 
state legislature of Connecticut 
gives Doctor Bloomberg the funds 
and the tools to work with, that 
state will inevitably take the lead 
in the great struggle for better 
mental health for all—CLIFFORD 
J. CHOQUETTE, Newton Centre, 
Mass. . 
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¢ Save nurses’ time 
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Sterilization is achieved under rigidly 
controlled conditions; and is checked by 
thorough bacteriological testing before 

each lot is released. These catheters 
meet U.S.P. sterility standards 


and government specifications. 
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HARD’S NEW 
UNI-CRANK MULTI-HITE BED 
1493-PG 


e Single crank is permanently attached at foot end. 


e Easy to operate, needs only 29 turns to fully 
elevate or lower entire bed. 


e Exclusive Fulcrumatic Action reduces compli- 
cated gearing, insures safe, quiet operation. 


e Easy to convert to electric operation when 
desired. 


Standard accessories include: 
Fittings for 1516-PG Slida-Sides 
Chrome Baffle covers 


3” BB casters 


Contact Your Hospital Supply Dealer or write 


HARD MANUFACTURING COMPANY 
117 Tonawanda Street, Buffalo 7, New York 
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> JOINT COMMISSION ALTERS ELIGIBILITY 
REQUIREMENTS—The Joint Commis- 
sion on Accreditation of Hospitals 
voted on September 17 to accept 
the 1959 listing requirements of 
the American Hospital Association 
as one of the prerequisites for sur- 
vey for accreditation. 

To be eligible for survey, a hos- 
pital must have a minimum of 25 
beds, excluding bassinets; must 
have been in operation a minimum 
of one year, and must be listed by 
the AHA. 

The commissioners voted to use 
the AHA’S 1959 listing require- 
ments as a basis for survey, rather 
than the 1957 requirements. 

The 1959 requirements differ 
from those of 1957 in that under 
certain circumstances hospitals in 
which doctors of osteopathy are 
allowed to practice may be listed 
by the AHA. The hospital staff 
had to consist exclusively of doc- 
tors of medicine, according to the 
1957 requirements. 

The 1959 AHA policy, however, 
provides for supervision of a staff’s 
clinical work by a doctor of medi- 
cine. The requirements state, ‘The 
hospital shall submit evidence of 
regular care of the patient by the 
attending physician and general 
supervision of the clinical work by 
doctors of medicine.” The 1957 re- 
quirements said, “The hospital 
shall submit evidence of regular 
medical supervision of patients.” 

According to Kenneth B. Bab- 
cock, M.D., director of the JCAH, 
the rule concerning supervision 
means that if osteopathic physi- 
cians are accepted on the staff, the 
over-all supervision of their prac- 
tice within the hospital must be 
under dociors of medicine. 

Hospitals with exclusively oste- 
opathic staffs or with arrange- 
ments under which osteopaths are 
not subject to over-all supervision 
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by a doctor of medicine are not 
eligible for survey by the Joint 
Commission, since they do not 
meet the AHA listing require- 
ments, Dr. Babcock said. 


> BLOOD BANK GROUP, RED CROSS AGREE 
ON NATIONAL EXCHANGE—The sign- 
ing of a reciprocal agreement for 
the exchange of blood and blood 
credits between the American Red 
Cross and the American Associa- 
tion of Blood Banks was an- 
nounced in late August, in San 
Francisco, during the annual meet- 
ing of the latter organization. 

The agreement, effective Janu- 
ary 1, provides that authorities of 
AABB and regional Red Cross 
centers will act for each other in 
providing blood. 

Replacement of two units of 
blood by the patients’ friends or 
relatives for every unit adminis- 
tered is the basic principle under 
which the banks function, The 
national exchange program will 
make it possible for patients to 
have blood replaced by persons 
living in any area of the country. 

The nation-wide program will 
replace the informal reciprocity 
agreements that have existed be- 
tween AABB blood banks and re- 
gional Red Cross centers on area 
and local levels. 

The two organizations process 
approximately equal amounts of 
blood, and provide, jointly, ap- 
proximately 80 per cent of the 
total amount used in United States 
hospitals. More than 600 institu- 
tional members of AABB are lo- 
cated in every state except Alaska, 
while the 54 regional blood centers 
of the American Red Cross operate 
in 40 states and the District of 
Columbia. 


> REPORT FROM WASHINGTON—Presi- 
dent Eisenhower has signed into 
law the Social Security Amend- 





Worth Quoting 


“The world must return some day to the word ‘duty’ and be done with 
the word ‘reward’.’”°—Robert Louis Stevenson. 
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ments of 1960 which incorporate 
the federal program increasing 
grants to states so that they may 
expand their old age assistance 
programs to include medical ex- 
penses, and also initiate aid to the 
aged unable to meet their health 
care expenses. 


@ Another hurriedly approved 
measure, voted in August, doubles 
the federal funds available to aid 
the construction of housing for in- 
terns, residents and student nurses. 
(For a summary of important 
health legislation voted this year 
and an explanation of the meaning 
of the new laws to the hospital 
field, see p. 92.) 


> MICHIGAN HOSPITALS LOSE CHARITABLE 
IMMUNITY—On September 15, the 
Michigan Supreme Court held a 
voluntary nonprofit hospital sub- 
ject to liability for the negligence 
of its personnel; the court thus 
reversed a long standing precedent 
concerning immunity. 

However, the high court de- 
clared its action to have only 
prospective effect on all cases 
other than the one which was 
litigated. That is, hospitals will 
not be liable for allegedly negli- 
gent occurences which took place 
prior to the date of the ruling. H. 
Allan Barth, executive director of 
Michigan Hospital Association, re- 
ported that attorneys for the de- 
fendant hospital had stressed the 
potential hardship on _ hospitals, 
were they to lose their immunity 
without prior warning. 


> POLL SHOWS SUBSCRIBERS SATISFIED 
WITH NEW JERSEY BLUE CROSS—Nearly 
9 out of 10 subscribers of Hospital 
Service Plan of New Jersey are 
“well satisfied’ with the manner 
in which the Plan takes care of 
their hospital bills. This was one 
of the many facts gathered in a 
25-question mail survey among 
New Jersey Blue Cross subscribers. 

Shortly after the results of the 
opinion survey were tabulated, the 
Plan announced two changes in its 
coverage. It introduced an experi- 
mental “home care” program of 
limited scope, and it reduced rates 
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co-payment (deductible) 
direct-paying mem- 


on its 
contract for 
bers. 


> COURT RULES ON OHIO BLUE CROSS 
APPEAL OF INSURANCE DEPARTMENT 
ORDER—On September 14, Judge 
Dana F. Reynolds of the Franklin 
County (Ohio) Court of Common 
Pleas issued an order permitting 
Hospital Care Corp., Cincinnati, to 
increase its membership fees by 
19.5 per cent on a temporary basis. 
The amount of the increase is the 
same as granted the Plan by the 


Ohio Department of Insurance, and 
the new rates were approved ef- 
fective immediately. However, the 
possibility remained that the rates 
will be raised further, if the court 
rules in favor of the Plan on its 
appeal from the decision of the 
insurance department. 

In May, the Plan had filed for an 
increase averaging 28 per cent. 
The Ohio Department of Insurance 
held public hearings on the peti- 
tion and then denied the full re- 
quest, allowing only the 19.5 per 
cent rate increase. Following the 
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valve inflates reservoir bag. 
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insurance department’s adjudica- 
tion, the Plan appealed to the 
court, arguing the need for a more 
substantial rate adjustment and 
demonstrating that its reserves 
were dwindling rapidly. Pending 
the final adjudication of the ap- 
peal, the court permitted the Plan, 
on a temporary basis, to charge 
higher fees, as previously approved 
by the insurance superintendent. 
The judge said he issued this order 
“having been fully advised in the 
matter and it having been shown 
that this is a matter of great public 
interest and that irreparable dam- 
age might be done if temporary 
relief is not granted...” 


p CLOSED STAFF IN RADIOLOGY JUSTI- 
FIED, HIGH COURT AGREES—The gov- 
erning board of Virginia (Minn.) 
Municipal Hospital was upheld re- 
cently by the Supreme Court of 
Minnesota in its decision to deny 
to a radiologist the freedom to 
practice in the hospital on an open 
staff basis. 

O. E. Benell, M.D., had been the 
head of the hospital’s radiology 
department; the hospital board 
terminated this arrangement and 
engaged another radiologist. Dr. 
Benell’s practice of radiology at 
the hospital was then limited to 
consultation, for which the physi- 
cian was to bill patients directly. 

Dr. Benell first filed suit asking 
for a declaratory judgment holding 
invalid the resolution of the hos- 
pital’s board restricting his prac- 
tice. His request was denied by 
the trial court on the basis of 
testimony presented. The physi- 
cian then entered an appeal. The 
supreme court reviewed the testi- 
mony and rendered an opinion de- 
claring the hospital’s action justi- 
fied and upholding the trial court’s 
ruling. (Details p. 98) 


> HOSPITALS COPE WITH HURRICANE 
DONNA; FLORIDA HARDEST HiT—Hur- 
ricane Donna, which last month 
brought death and destruction to 
Florida and the Eastern seaboard, 
provided a severe challenge for 
hospital disaster plans. 

Winds of 75 m.p.h. and higher 
tore through a large area of Flori- 
da, threatening 50 or more hospi- 
tals. Previous experience, however, 
has taught the state’s hospitals to 
cope with hurricane disasters and 
the hospitals were well prepared 
for the emergency. (Details p. 98) 
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Unique, disposable urine system is unmatched for low cost, 
convenience and accuracy! Each unit is used in multiple 
steps of the laboratory analysis. 


LOW COST—minimizes unit cost . . . reduce laboratory labor. 


CONVENIENCE—No specimen transfer required. All collecting, 
testing and recording are combined into one compact system. 
Each disposable urine tube carries the specimen from collec- 
tion through all of the testing procedures. 


ACCURACY —The urine tube cap has a convenient record tab 
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moved! Microscopic optical window in the recessed cap per- 
mits convenient micro examination. 
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mild enough for a baby’s skin... 
so right for any patient’s skin! 


: 


—one reason why Ivory as by far the leading soap mn hosprtals everywhere! 
Your patients deserve the best of care. Pure, mild Ivory Soap Le a a a a a a a a 


is the mildest washing care a patient can have . . . mild 


enough even for a baby’s sensitive skin. It’s refreshing, clean | V O RY 


smelling and cleanses gently. To maintain a high standard of 


~ ITA , 
quality, Ivory Soap must pass 233 laboratory and scientific Soap/ 


tests. And today more doctors recommend Ivory than any 


other soap. It’s the leading soap in hospitals everywhere. If | 
you are not now using Ivory in your institution, give it a trial lla tac 
soon. Ivory will quickly win your confidence, too! 99447/100% pure® .. . it floats 
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NO NEED TO WAKE HIM FOR MEDICATION... 
JUST ONE TABLET 

A DAY 

IS REQUIRED 


PARKE, DAVIS & COMPANY PARKE-DAVIS 
Detroit 32, Michigan 








CAUSE...JUST ONE TABLET MAINTAINS EFFECTIVE 
SULFA ACTIVITY FOR 24 HOURS acco wives Siccce nny sienticoncinca 


advantages: ECONOMY AND CONVENIENCE—1-tablet- 


= a (sulfamethoxypyridazine, Parke-Davis) ® a-day regimen reduces possibility of omitted doses, 
lets the patient sleep through the night. ENHANCED 

EFFECTIVENESS—rapid absorption together with 

slow excretion assures dependable bacterio’ tasis 

in urinary tract infections, certain respiratory infec- 

tions, bacillary dysenteries, as well as surgical and 

soft tissue infections caused by sulfonamide-sensi- 

tive organisms. WELL TOLERATED—low dosage and 

high solubility minimize possibility of crystalluria. 


Adult dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe infections. Maintenance 
usually 1 tablet (0.5 Gm.) gaily. Children’s dosage: According to weight. See literature for detai's of dosage and administration. Available: 
Quarter-scored tablets of 0.5 Gm., bottles of 24, 100 and 1,000. 


and for children... MIDICEL ACETYL SUSPENSION w: acety! sulfamethoxypyridazine, Parke-Davis) tempting butterscotch 


flavor and, of course, only one dose a day. Children’s dosage: According to weight. Available: 250 mg. per 5 cc., in 4-0z. bottles. 





First from American 





New ideas, 
new products 
or 
central 


supply... 


through one service expert! 


American representatives understand central supply peogaeilayarise Gey om 


needs. They offer valuable experience and expert counsel in on all-out service to the hospital field 
, h : ] d h id = l ] for 11 years. After a rugged three- 
every hospital area...and the widest, most complete selec- year tour with the Army in the South 
tion of products and services in the field. You can rely on Pacific, Howie settled down to a 
> . ‘ . business career in Florida. His cus- 
American's reputation for quality and for prompt, depend- tomers in the Miami Region agree 
j r ¢ Or), 4 i enthusiastically with his choice, be- 

able delivery. Your man from A merican is dedicated to Slee Guar the aaa tasaae oa 
your hospital’s best interests. . . call him with confidence. sistently served their best interests 


The First Name 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas 
Export Department: Flushing 58, L. |., N. Y., U.S. A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 
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Color controls for linens 


We would like an opinion on 
whether it would prove worthwhile to 
use colored linen as part of a control 
system, 


Many hospitals are using a color 
code system for linen; according 
to reports, these systems work 
quite well. As yet, there has been 





no effort to develop a standardized 
color code for the same type of 
linen on a nation-wide basis, but 
some communities have gone so far 
as to recommend a standard color 
code for use by all local hospitals. 
The use of colored linen does have 
several advantages, especially from 
the public relation’s viewpoint. 
A number of articles on this 





~ MORE than meets the eye 


When 
the Hollister Line-O- 
Vision bed and room 
sign catches your eye, 
you know at a glance 
that this bright and ver- 


satile sign is the easiest 
to read. Its unique design 
slants the message from any 
angle—upward from the bed, 


* HOLD BREAKFAST 


BEE FOR SURGERY 





downward from wall or door. 


But there's more to this hard- 
working sign than meets the 


Quickly “written” — 
nurse slips 

printed card 

into slot. 


eye! Line-O-Vision brings ur- 
gent orders direct to the patient's 
bedside, the treatment site. The 


colorful 


reminder cards attract 


staff attention, minimize chance of 


error. 


These printed reminders 


save nurses’ time, eliminating hand- 














Easily checked— 
staff attention 
is drawn to 


colorful reminder. 


written messages that may be 
overlooked, misunderstood, 


mislaid, or blown away. 
Line-O-Vision holds 
all reminders safe, 
clean, clear, beautiful. 
Patients and visitors 
appreciate its pro- 
fessional and 
cheerful look. 
Write for free 
brochure and 
ask about 
thirty- 
day 
offer. 


the LINE-O-VISION bed sign 


INCORPORATED 


833 North Orleans Street, Chicago 10, Illinois 
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subject have appeared in hospital 
periodicals. Your hospital library 
no doubt has some of these on fiie. 
You might also check for articles 
on this subject under the heading 
of “Laundries” in the Hospital 
Literature Index published semi- 
annually by the American Hospital 
Association. —G. A. WEIDEMIER 


High cost of banquets 


The number of employees eligible 
for our annual awards banquet is 
reaching a point where the event is 
costing a good deal of money. Is this 
expenditure really worthwhile or could 
the money be better spent elsewhere? 


The expense involved in holding 
an annual awards banquet is cer- 
tainly a matter to be concerned 
about. However, most hospitals 
continue this practice even though 
the size of the group is substantial. 
Perhaps some thought could be 
given to reducing the cost of the 
banquet by using a catering serv- 
ice to provide a meal within a 
specific price range. A picnic-type 
service is always popular and is 
quite reasonable. 

Renting a public meeting place 
such as a city auditorium or an 
exhibit hall could help reduce 
costs. An employee committee 
could be appointed to decorate the 
hall within a prescribed budget. 

Every thought should be given 
to reducing the cost of the meal 
rather than reducing the number 
of employees eligible to attend. 
Most hospitals have found that an 
annual awards banquet more than 
pays for itself from the standpoint 
of employee morale. 

—EpWarpD W. WEIMER 


Loss of income insurance 


Is insurance coverage for “loss of 
income” available for hospitals? 


Although it is written primarily 
for industry, Business Interruption 
Insurance can be adapted to cover 
hospitals. The coverage provided 
by this insurance is for the loss of 
income resulting from the hospi- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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| NEW PRODUCT ANNOUNCEMENT 


The Wm. S. Merrell Company 
announces the availability of 


MER/29 


(brand of triparanol) 





-eethe first cholesterol-lowering 
agent to inhibit the formation of excess 
cholesterol within the body. 


e«ereduces both serum and tissue 
cholesterol levels, irrespective of diet. 


ee eNO demonstrable interference with other 
vital biochemical processes reported to date. 


-e-etoleration and absence of toxicity established 
by 2 years of clinical investigation. 


ee convenient dosages: One 250 mg. capsule daily, 
before breakfast. 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


*coronary artery disease (angina pectoris, 
postmyocardial infarction) 


‘generalized atherosclerosis 


supplied in bottles of 30 pearl gray capsules 


for professional literature write to Hospital Department 


CED THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 
° St. Thomas, Ontario 


Trademark: 'MER/29' 
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tal’s inability to continue opera- 
tions as a result of the hazard in- 
sured against. 

The hazards covered can be se- 
lected by the hospital, but the min- 
imum is the coverage provided by 
the basic fire insurance policy. At 
the election of the hospital, all the 
hazards included in the extended 
coverage endorsement may be 


* added. Hazards covered by the 


usual extended coverage endorse- 
ment are windstorm, hail, riot, 
civil commotion, aircraft, vehicles 
and smoke. A special form for at- 


tachment to the boiler and machin- 
ery policy may be purchased. 

A typical insuring clause in the 
Business Interruption policy states: 

“The measure of recovery in the 
event of loss shall be the reduction 
in gross earnings directly result- 
ing from such interruption of busi- 
ness less charges and expenses 
which do not necessarily continue 
during the interruption of business 
for not exceeding such length of 
time as would be required with the 
exercise of due diligence and dis- 
patch to rebuild, repair or replace 
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such part of the property herein 
described as has been damaged or 
destroyed, commencing with the 
date of such damage or destruc- 
tion, and not limited by the expi- 
ration of this policy, but not ex- 
ceeding the actual loss sustained 
by the hospital resulting from such 
interruption of business.” 

It is apparent from this clause 
that the insurer will provide the 
hospital only with the replacement 
of gross earnings less expenses 
that do not continue during the 
time the hospital—or a portion of 
it—is closed down. 

The amount of gross earnings 
lost would most probably be com- 
puted on an average occupancy 
basis. EDWARD J. MILLER 


Supervision 
of central supply 


We are considering separating our 
central supply department from the 
nursing service and placing it directly 
under the control of the administrator 
or one of the assistant administrators. 
Is there any national trend for estab- 
lishment of central supply as a sepa- 
rate department? 


In our experience, there have 
been very few central supply de- 
partments separate from the nurs- 
ing service. However, a number 
of hospital administrators have in- 
dicated that they are _ seriously 
considering making such a move. 

Removing the central supply de- 
partment from the direct control 
of nursing service should not be a 
primary consideration. What is 
important is that whoever in the 
organization is responsible for the 
function should be sympathetic 
with its objective of obtaining ef- 
ficiency and economy through cen- 
tralization. Still, the department 
cannot be so placed in the organi- 
zation that it is no longer respon- 
sive to the needs of the nursing 
service. A decision to separate 
central supply from the nursing 
service might result in more ad- 
ministrative control of supplies 
and equipment used in the nursing 
areas. However, the department 
would also require more attention 
from administration, since the di- 
rector of nurses would no longer 
have the authority to resolve the 
problems that periodically de- 
velop between nursing units and 
central supply. 

—WILLIAM T. MIDDLEBROOK JR. 
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How Many os these prestige-building radiation tecni 


are benefiting YOUL hospital’s patients 


| 
| 
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CINERADIOGRAPHY 


remote viewing of fluoroscopic proce- | x-ray “movies” capture physiological 
dures provides better teaching, op- dynamics of internal organs-in-motion 
portunity for wider consultation. for better diagnosis. 


X-RAY IMAGE- IFICATION 


brighter, more effective fluoroscopy 
done in a normally-lit room, with less 
radiation to patient and staff. 


NUCLEAR MEDICINE EXPLOSION-SAFE O.R. X-RAY CARDIAC RADIOLOGY 


reliable body function-testing, eg., thy- 
roid, liver, kidney accurate blood, 
plasma, red cell volume measurement. 


protection for patient and O.R. team pictures progress of cardiac catheteri- 
against hazard of explosive anesthetic zation for better diagnosis and forecast 


gases in the Operating Room. in open-heart surgery. 


“PIX’’ X-RAY DEVELOPMENT 


yields preferred-quality radiographs 
with 25% less radiation to patient. 


COBALT®® AND CESIUM)? THERAPY 


better depth-dosage, less skin and 
bone damage, less radiation sickness, 
in radiation treatment of cancer. 


employment of radioactive tracers 
looking to development of new clinical 
technics, drug improvement, better 
understanding of metabolic processes. 


| 
| 
| 
| 
| 
| 
| 
| 


The hospital that offers attending doctors and patients 

the benefits of these advanced radiation modalities earns—and profits 
by—the high professional standing and community regard it enjoys. 
Is your hospital in step with the remarkable progress 

being made in this exciting new field? 

A talk with your local Picker representative may well be rewarding. 
PICKER X-RAY CORPORATION, 25 SOUTH BROADWAY, WHITE PLAINS, N. Y. 
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from the film: SURGICAL REPAIR OF FACIAL LACERATIONS FOR OPTIMUM COSMETIC RESULTS, C. P. Vallis, M.D., Tufts Medical School and Lynn 
Hospital, Lynn, Mass. 16 mm., color, sound, 20 min. (Obtainable from Paul F. MacLeod, M.D., Medical Director, Eaton Laboratories, Norwich, New York.) 


Lacerations: fight infection, facilitate healing 


Prevention of infection is important in minimizing disfigurement from 
traumatic lesions. Applied after wound closure, gauze impregnated with 
Furacin Soluble Dressing is an ideal adjunct to fine surgical technic. 


In clinical use for more than 13 years and today the most widely prescribed 
single topical antibacterial, Furacin retains undiminished potency against 
pathogens such as staphylococci that no longer respond adequately to other 
antimicrobials. Furacin is gentle, nontoxic to regenerating tissue, speeds 
healing through efficient prophylaxis or prompt control of infection. Unique 
water-soluble bases provide thorough penetration, lasting activity in wound 
exudates, without “sealing” the lesion or macerating surrounding tissue. 


the broad-spectrum “ 
bactericide exclusively 
for topical use 


brand of nitroturazone 


in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream / HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 


NITROFURANS~—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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editorial notes 


—a significant date 


HE PUBLICATION date—Oct. 1, 
1960—of this issue of our Jour- 
nal could be one of the most sig- 
nificant ever for the hospitals of 
this nation. On this date, the sin- 
gle national Blue Cross organiza- 
tion comes into being. The Blue 
Cross Commission, one of the inte- 
gral policy-making units of the 
American Hospital Association, 
went out of existence on Septem- 
ber 30. To the Blue Cross Associa- 
tion went certain of its functions. 
To the AHA went certain others. 
The Blue Cross Commission, first 
known as the Commission on Hos- 
pital Service, had been for 23 years 
the principal national link between 
the hospitals of this nation, 
through the American Hospital 
Association and the voluntary non- 
profit prepayment movement. 
The Blue Cross Commission was 
a natural outgrowth of the inter- 
est by hospitals, as demonstrated 
collectively through the American 
Hospital Association, in the pre- 
payment of costs of hospitalization. 
More than three decades ago, the 
Association explored methods to 
ease the financial plight of hospital 
patients and, therefore, of hospi- 
tals. The Association noted the 
prepayment experiment at Baylor 
Hospital in Dallas and in 1933 for- 
mally voted encouragement of the 
voluntary plepayment movement 
—this coming at a time when there 
was a good deal of skepticism 
about the role of prepayment. 
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The story of the .Blue Cross 
Commission is best reflected in the 
success story of the Blue Cross 
movement itself. It has served hos- 
pitals and the people of this nation 
well. But changing times demand- 
ed a different organizational struc- 
ture to meet the changing needs. 

Therefore, the American Hospi- 
tal Association, recognizing that 
what is “passed is prologue” ap- 
pointed a special committee to look 
at the ability of Blue Cross to meet 
the challenges of the 1960’s. This 
committee, headed by Frank S. 
Groner, recommended that there 
be one national Blue Cross organ- 
ization. It has, as it should, taken 
a good deal of time and much work 
to achieve this objective. In April 
of this year, the Blue Cross Plans, 
meeting together, took the first 
major formal step towards bring- 
ing a single Blue Cross organiza- 
tion into reality. In San Francisco, 
the House of Delegates completed 
the operation and on October 1 the 
Blue Cross Association became a 
reality and the necessary struc- 
tural changes in the American 
Hospital Association were made to 
implement this ideal. 

The new organization is so de- 
signed as to permit maximum 
growth of Blue Cross and to per- 
mit maximum partnership be- 
tween hospitals and Blue Cross. 

But a structure is only a per- 
missive thing. The fact that this 
structure permits these desirable 
objectives to be obtained more 


readily does not mean that they 
will be obtained more readily. 
These are now more possible than 
they were. It is the responsibility 
of all in the hospital and Blue 
Cross movement to see to it that 
the potentiality is realized. 


—widening scope for service 


LTHOUGH ITS main mission is 
the care of the sick and in- 
jured, the hospital evidently has 
much to offer the community 
through improvement of abnormal 
social relationships. How one hos- 
pital is helping handicapped per- 
sons become useful members of 
society was described in this Jour- 
nal a few months ago. (“An Ex- 
periment in Community Service,” 
HOSPITALS, J.A.H.A., 34:53 Feb. 16, 
1960.) 

Another opportunity for hospi- 
tals to serve their communities 
seems to be in helping to rehabili- 
tate delinquent youth. This may 
seem an unusual area of activity 
for the hospital, but the experience 
of several Cincinnati hospitals in- 
dicates that the hospital can suc- 
cessfully and productively partici- 
pate in this work. (See the article 
beginning on page 39 of this Jour- 
nal.) 

The hospital is indisputably rec- 
ognized as the therapeutic center 
for the treatment of medical prob- 
lems of acute and chronic diseases, 
both physical and mental, but that 
it may be able to make a significant 
therapeutic contribution in the 
treatment of behavioral problems 
and maladjusted personalities is 
perhaps both heartening and sur- 
prising. 

Obviously such experiments are 
in full accord with the hospital’s 
over-riding objective of conserv- 
ing human resources. Helping to 
develop the limited abilities of the 
mentally retarded, the physically 
handicapped and the socially mal- 
adjusted has as much social value 
as hospital efforts to restore or ex- 
tend the useful life of psychiatric 
or geriatric patients. 

Clearly the hospital should not, 
and ought not to, “go it alone” in 
these areas, but the experimental 
evidence shows that in cooperation 
with other agencies, it can do a 
first-rate job. 
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N OCTOBER 1958, Boston’s Beth 
Israel Hospital reaffirmed its 
practice of making social services 
available to private and formally 
established patients on a fee charg- 
ing policy as an experiment in 
hospital social services. A research 
process was simultaneously intro- 
duced to evaluate the course which 
the service program would take 
as a guide to the hospital in future 
planning. 

The principle of this extension of 
service is that any patient, private 
as well as house-service, may ex- 
perience social and emotional ac- 
companiments of illness in whose 
management social service may be 
utilized. 

While this application of social 
service is not entirely new in the 
hospital setting—nor even at this 
hospital where some informal use 
had previously been made of the 
service—the objective of the proj- 
ect is to identify and analyze factors 
which become involved with the 
use or nonuse of the service for 
private patients. 

During the first six months, some 
noteworthy facts emerged from the 
experience with 58 patients for 
whom requests for assistance were 
made. 

Contrary to the expectation that 
initiative would ordinarily be tak- 
en by the physician, a majority of 
the requests came directly from the 
patient or a relative. Fully half of 
the requests initiated by a patient 
or relative were concerned with 
problems infrequently presented by 
physicians: homemaker arrange- 
ments and financial need. Requests 
made by physicians were most fre- 
quently concerned with discharge 
planning. Other requests, both by 
physicians and by patients or rela- 
tives, covered a broad range of 
problems. 

Many different types of diag- 
noses were represented among the 
patients. Particularly outstanding, 
however, were heart diseases and 


Beatrice Phillips is director, Social Serv- 
ice Department, Beth Israel Hospital, Bos- 
ton, and associate in medical social work, 
Simmons College School of Social Work. 
Jerry A. Solon is director of the hospital’s 
medical care studies unit and instructor 
in sociology in the hospital’s School of 
Nursing. Also participating in the study 
were Gertrude Ingall, Mrs. Rose Kelman, 
Doris Seder, Mrs. Margaret Smith and 
Beatrice Stone. 

This study is supported by a research 
grant from The Medical Foundation, Bos- 
ton, Mass. This article is based on a 
presentation at the 1959 annual meeting of 
the American Public Health Association. 
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In the past, hospital social services 
have been directed toward the “house- 
service” patient who is economically in 
need of help, the authors observe. 
They describe a program at Beth Israel 
Hospital, Boston, which makes social 
services available to private patients 
on a fee charging policy. 





neoplasms among other chronic 
conditions, with pregnancies ac- 
counting for another substantial 
group attributable largely to a hos- 
pital policy which requires that all 
unmarried mothers be referred to 
social services. Variety also marked 
length of stay of the patients, 
ranging from 3 days to 77 days. 
All age levels were represented, 
with older patients forming a siz- 
able group. 


BACKGROUND AND SETTING 


Some background will indicate 
the factors considered before the 
experiment was undertaken. 

Hospital social services have 
been predominantly, if not exclu- 
sively, directed to “house-service” 
patients, essentially clinic and 
ward patients. The supposition 


underlying this is that it is gen- 
erally the economically needy who 


require such services. 

Social agencies have for some 
time realized that it is not the eco- 
nomically underprivileged alone 
who need their help. As a result, 
they have been opening their pro- 
fessional services to the community 
at large, often on a fee basis.! 
Some organized medical care plans 
have incorporated social service. 
For example, social work was re- 
cently introduced into a prepay- 
ment group practice plan offering 
comprehensive medical care.” An 
apparently increasing number of 
hospitals with social work staff 
have been accepting responsibility 
for private patients. 

The growing impact of chronic 
illness will undoubtedly point up 
the need for and hasten the gen- 
eral availability of social service. 
Similarly, the continuing spread 
of hospitalization insurance induc- 
es increasing use of private accom- 
modations. 

Beth Israel Hospital is one of a 
relatively small minority (14 
per cent) of general hospitals in 
this country which have social 
work staff.* The social service de- 
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partment has been an integral, 
professional part of Beth Israel 
Hospital since the hospital’s estab- 
lishment in 1928. The department’s 
program has from its start incor- 
porated the concepts of service to 
patients, teaching and research.‘ 


INTRODUCTION OF FEES 


Despite the emphasis placed on 
social service at Beth Israel Hos- 
pital, only occasional requests were 
made through the years for assist- 
ance with private patients. There 
was an uneven understanding 
among the medical staff as to 
availability of the service for pri- 
vate patients, and initiative in 
seeking it was taken only infre- 
quently. Interest in this area of 
service within the department led 
to a review of the private patients 
referred over a four-month period 
in 1957. Following this review 
and discussions with the hospital 
administration, a decision was 
reached to make social services 
more explicitly available to all pa- 
tients in the hospital as an integral 
part of comprehensive medical care. 
The following steps were taken: 

1. A formal basis for social serv- 
ices to private patients was estab- 
lished. An official announcement to 
this effect was made by the general 
director to the medical staff, after 
discussions with the medical ex- 
ecutive committee. This was fol- 
lowed by a personal announce- 
ment by the director of social 
service to the medical staff attend- 
ing professional rounds. In addi- 
tion, members of the hospital ad- 
ministration and the director of 
social service gave informal stimu- 
lation to the program by discussion 
with individual staff physicians. 

2. A policy of charging fees for 
the service was initiated using a 
flat fee of $10. 

3. A process of planned evalua- 
tion was organized to accompany 
the newly formalized service. 


EVALUATION PROCESS 


The plan, aimed at understand- 
ing the service program through 
observation of its content and its 
process of use, sought answers to 
such questions as: How do refer- 
rals of private patients come to the 
social service department? Do 
these come primarily from the pa- 
tient’s physician, from relatives, 
from the patient himself or from 


still other sources? For what kinds 
of problems are patients referred? 
What kinds of services are pro- 
vided? 

An important part of the study 
was concerned with the process it- 
self, with emphasis on identifying 
factors which facilitate or impede 
provision of services to private 
patients. For example: 

1. To determine what factors in- 
duce physicians to refer or deter 
them from referring their private 
patients for social services. 

2. To gauge the receptivity of 
patients and their families to use 
of social services. 

3. To observe, document and 
analyze. the reactions of the social 
workers themseves to the provi- 
sion of services to private patients. 

4. To determine the reaction to 
introduction of a fee system for 
social services to private patients. 

(The present plan does not at- 
tempt a critical evaluation of the 
effects or “success” of casework 
services. There is, however, crucial 
need for evaluative research of 
this type, which awaits further de- 
velopment of methodological and 
measuring tools.) 

The evaluating process included 
the following methodological pro- 
visions: 

1. Plans for social workers’ re- 
cording of specified types of infor- 
mation for each case coming into 
the program. (Four supervisory 
members of the department pro- 
vided the case services during the 
first six months.) 

2. Regular weekly conferences 
of the participating social workers 
with the research director (direc- 
tor of the medical care studies 
unit) and the program director 
(director of the social service de- 
partment). These staff conferences 
reviewed and inter-related the on- 
going experiences of the individual 
social workers. A climate of free 
exchange and analytic approach 
elicited many observations, analy- 
ses, hunches and hypotheses. A 
journal was kept of important con- 
tent and conclusions of these dis- 
cussions. 

3. Special forms for consolidat- 
ing case data for analysis. These 
included objective data on the pa- 
tients and on the services provided 
and interpretive information as 
viewed by the social workers. 

4. Interviews with physicians 
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whose patients had received social 
services during this period. These 
interviews were held some time 
after completion of service to the 
patient and were directed toward 
the physician’s view of the service. 

While this initial report covers 
the first six months of program 
during which requests for assist- 
ance were made for 58 private 
patients, inquiries are continuing 
at the rate of approximately 10 
per month. 


SOURCES OF REQUESTS 


The service was organized with 
the expectation that inquiries 
would come predominantly from 
physicians. Forty-five physicians 
were involved with the 58 pa- 
tients, some physicians having had 
two or three patients in the group. 
In actual fact, more of the requests 
originated with the patient or a 
relative (See Fig. 1, page 36). 

The expectation that requests 
would normally come from the 
physician, linked with a respectful 
regard for the private-doctor-pa- 
tient relationship, led the social 
workers at the start to take a gin- 
gerly approach to requests made 
directly by patients or relatives. 
In accordance with the depart- 
ment’s policy, the worker in such 
eases contacted the physician be- 
fore undertaking any service for 
the patient. 

In following this procedure with 
the private-patient requests, the 
worker looked for a positive refer- 
ral from the physician. But this 
was not always forthcoming and 
where the doctor was disinclined 
for one reason or another to have 
a social worker enter the case, 
the worker withdrew. In some of 
these cases, however, the physi- 
cian was neutral—he neither op- 
posed the service nor invited it— 
but in the absence of a positive 
response, the social worker tended 
to withhold from giving service in 
the case. 

A shift of attitude and behavior 
on the social workers’ part took 
place with cumulating recognition 
of this pattern. A conviction grew 
that some patients who needed 
help were being denied service by 
this process. Consequently, the so- 
cial workers then tended, as a de- 
liberate policy, to undertake serv- 
ice which seemed indicated if the 
physician, when contacted, did not 
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INITIAL INQUIRER 


Fig. 1—Sources ¥ 
of initial re- 
quests for social 
service for pri- 
vate patients, 
Beth Israel Hos- 
pital, Boston, 
October 1958- 
April 1959 
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Fig. 2—Age sex private patients for whom social service was re- 


quested. 


specifically oppose it. Thus a neu- 
tral response by the doctor, from 
being taken initially as a prohibi- 
tion, came to be regarded as per- 
missive of service. 


SCOPE OF THE PROGRAM 


Another issue in taking requests 
stemmed from the location of the 
patient; namely, whether he were 
hospitalized or nonhospitalized. In- 
itially, the service was interpreted 
by the social work staff to be in- 
tended solely for hospitalized pa- 
tients (with service continuing 


briefly after discharge if neces- 
sary). However, continuing review 
of developments brought recurrent 
questions regarding the proper 
scope of the service. The initial 
requirement for acceptance—that 
the patient be in the hospital at 
the time of request for assistance 
—began to yield to a number of 
exceptions as particular circum- 
stances were encountered. 

For example, some prenatal pa- 
tients planning to be delivered at 
Beth Israel Hospital were referred 
for social service during their 
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pregnancy. Acceptance of these pa- 
tients for social service prior to 
their hospitalization was rational- 
ized as falling within the original 
criterion for acceptance, since the 
patients were definitely to be ad- 
mitted for delivery. 

Prenatal patients whose hospi- 
talization plans were not yet de- 
termined were sometimes referred 
precisely for the purpose of eval- 
uating a situation and helping to 
plan hospitalization arrangements. 
The nature of a social problem 
might then sometimes lead to se- 
lection of another hospital for de- 
livery. The criterion for acceptance 
for social service was extended to 
justify coverage of this type of 
case and was couched in terms of 
the patient’s being (1) currently 
hospitalized at Beth Israel Hospi- 
tal, or (2) an obstetric patient who 
might possibly be hospitalized 
there for delivery. 

The next step, logically, could 
be the nonobstetric patient with a 
preadmission problem. Likewise, 
the social service department might 
anticipate referrals of patients fol- 
lowing discharge. Meantime, other 
requests are already being encoun- 
tered during the second six months 
of the program which go even be- 
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yond these types of policy issues; 
for example, requests involving 
patients in whose cases hospitaliza- 
tion is not at all involved. 

This situation, then, leads to the 
fundamental questions of proper 
scope of the service. How far 
should the hospital’s social service 
department go to respond to re- 
quests by staff physicians for any 
of their private patients? How far 
should it go to respond to requests 
from individuals in the community 
with any medically-related prob- 
lems? Should concepts of preven- 
tive medicine and public health 
lead the hospital to make its social 
services broadly available? What 
are the appropriate divisions of re- 
sponsibility between the hospital’s 
social work resources and those of 
other social agencies in the com- 
munity? 

The evaluative process has 
brought these and other issues to 
explicit view and discussion. On 
some of the issues, the evaluative 
process has reflected back into 
modifications of policy and prac- 
tice. It remains for continuing ex- 
perience, subjected to close obser- 
vation and evaluation, to lead 
toward appropriate answers on 
the unresolved, or as yet unen- 


Table 2—Length of Hospital Stay 
of Private Patients For 
Whom Social Service 
Was Requested, Octo- 
ber 1958 to April 1959 





Number of 
patients 


Length of stay 
(days) _ 


| 
| 
| 





Total 58 





Under 10 22 
10-29 24 
30 & over 10 
Not yet hospitalized 2 





countered, issues. 

Patients of all ages were in- 
volved (see Fig. 2, page 36). How- 
ever, a notable concentration of 
older patients is evident. 

Female patients made up three- 
fourths of the total number in the 
group. They predominated in every 
age group, as Figure 2 shows. 

The group as a whole was char- 
acterized by a wide variety of 
medical conditions as shown in 
Table 1, page 37. 

Pregnancies accounted for more 
than any other single condition. 
Two-thirds of these were man- 
datory referrals of unmarried 
mothers. 

Heart diseases and neoplasms 
were next in prominence among 
the patients as primary diagnoses. 
Patients with these conditions were 
almost all past 45 years of age. 


LENGTH OF STAY 


Wide variety also marked length 
of stay in hospital (see Table 2, 
page 37). The range was from the 
4l-year-old patient who stayed 
three days for excision of a cyst to 
the 76-year-old patient with pul- 
monary tuberculosis, emphysema 
arteriosclerotic heart disease who 
stayed 77 days. 

Length of stay is rather typically 
related to the ages of the patients 
(see Fig. 3, page 38). No patient 
under 45 years of age stayed long- 
er than 25 days, although a rela- 
tively large number in the group 
as a whole were long-stay pa- 
tients: 10 of the 58 patients stayed 
30 days or more. This long-stay 
group characteristically poses the 
familiar complex of medical and 
social problems which invites the 
involvement of the social worker. 
Among these 10 patients one sees 
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(2 patents not yet nospitalized) 
Fig. 3—Length of Hospital Stay, by Age, of Private Patients For 
Whom Social Service Was Requested, Beth Israel Hospital, Boston, 
October 1958-April 1959 


Table 3—Types of Problems Presented by Private Patients For 
Whom Social Service Was Requested, October 1958- 


April 1959 





Presenting problem! Number of 
patients 





. Nursing home or convalescent care arrangements 
Homemaker arrangements 
- Hlegitimate pregnancy & arrangements for baby 
. Arrangements for use of other specific community resources .. . 
. Financial need 
+ Emotional or behavior problem 


. Discharge or treatment plan2 





*Cotegories are arranged so that each is exclusive of the preceding categories’ problems. 
*More general than either category A, B, or D alone. 


Table 4—Comparison Between Two Major Sources of Requests 





Initial request by— 
Patient or 
relative 





Presenting problem Physician 





32 


Nursing home or convclescent 
care arrangements 9 


Homemaker arrangements 


Cc. Ulegitimate pregnancy & 
arrangements for baby 


. Arrangements fer use of other specific 
community resources 


. Financial need ... 
- Emotional or behavior problem 


. Discharge or treatment plan 





the accompaniments of aging, 
chronic diseases, financial limita- 
tions and difficulties of making ar- 
rangements for posthospital care. 

Goldmann’ points out the strik- 
ing difference, between ward and 
private patients, in the proportions 
of long-stay patients who come to 
the attention of the social service 
departments in four hospitals stud- 
ied. The difference is admittedly 
not unique to long-stay patients, 
but stems from the relative uses 
of social service for ward and pri- 
vate patients in general. The Beth 
Israel study demonstrates that 
among the small number of private 
patients for whom social services 
are sought in this hospital, long- 
stay patients indeed occupy a 
prominent part. 


TYPES OF PROBLEMS 


Table 3, page 38, summarizes 
the types of problems for which 
social services were sought. The 
categories are arranged so that the 
patient’s presenting problem is 
classified into the first applicable 
group. 

Considerable use is made of the 
social service department concern- 
ing arrangements for nursing home 
placement and homemaker service. 
These, together with other prob- 
lems of discharge planning ob- 
served in other categories of Table 
3, command the great bulk of the 
social workers’ attention. 

Financial need was posed in 10 
of the 58 cases. In most of these, 
the problem was inability to meet 
the hospital bill. In all, 20 of the 
58 patients had no hospitalization 
insurance, but these included only 
two of the 10 financial-need pa- 
tients. For the rest, the partial 
coverage of insurance eased, but by 
no means resolved, the problem of 
high medical care costs. 

Some patterns can be seen in 
Table 4, page 38, in the types of 
problems presented by physicians’ 
inquiries and those presented by 
patients and relatives making ini- 
tial inquiries directly. Although a 
broad range of problems was pre- 
sented by both groups some dis- 
tinctive differences appear. 

Problems of unmarried mothers, 
of course, figure prominently 
among the physicians’ requests, 
since hospital policy requires re- 
ferral to social service in these 
circumstances. Assistance with dis- 
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charge planning, particularly with 
reference to nursing home arrange- 
ments, looms large among the 
physician-initiated cases. Nursing 
home arrangements are also in- 
quired about frequently by pa- 
tients and relatives; but in addi- 
tion, inquiries about homemaker 
service are equally frequent. The 
physician does not seem to make 
homemaker requests, possibly be- 
cause he does not view it as a 
medical resource. 

Financial problems, too, are 
commonly posed directly by the 
patient or family and relatively 
infrequently by the physician. 

This comparison, although based 
on small numbers thus far, sug- 
gests some differences in percep- 
tions and concerns between the 
doctor and the patient. (These go 
along, to be sure, with shared con- 
cerns as well.) The differences may 
well explain some of the unex- 
pected volume of requests coming 
directly from patients and rela- 
tives. 


MORE ANALYSIS INDICAVED 


Many questions are posed for 


continuing analysis: 

1. What types of social services 
are provided to the patients? 

2. How much time investment is 
made by the staff in services to 
the private patients and how is 
this time distributed by type of 
activity? 

3. What kind of reception is 
given the service by the patients? 
By the physicians? And by the 
social workers themselves? 

4. How does the fee-charging 
system operate? How and why 
does it break down at times? 

The on going evaluation may 
well answer these and other ques- 


tions. 8 
REFERENCES 


1. National Social Welfare Assembly 
(Conference on Individualized Services). 
Report of Workshop On Fees in Individ- 
ualized Service Agencies: Practices and 
—, The Assembly, New York, 
2. Alt, E. S. “Social Work Consultaticn 
in a Prepayment Medical Care Plan.” 
American Journal of Public Health, 
49:350-354 March 1959. 

3. American Hospital Association, Na- 
tional Association of Social Workers 
(Medical Social Work Section), and U‘S. 
Public Health Service. Social Work in 
Hospitals. Public Health Service Publica- 
tion No. 519, U.S. Government Printing 
Office, Washington, D.C., 1957. 

4. Cohen, Ethel and Derow, Harry A. 
“Training of Interns in the Social Aspects 
of Illness.”" Journal of the American Medi- 
foal. Association, 117:1817-1824 (Nov. 22), 

5. Goldmann, F. Prolonged Stay in Gen- 
eral Hospitals: A Study of Two Hundred 
Patients. Council of Jewish Federations 
and Welfare Funds, New York, 1959. 


OCTOBER I, 1960, VOL. 34 








IN CINCINNATI, hospitals and juvenile court officials have 
found work an effective therapy for delinquent youths. 
Here at Children's Convalescent Hospital, boys are washing 
windows in the pediatrics ward. They are paid for their 
work, and some find permanent jobs through the program. 


HOSPITAL WORK=— 


THERAPY FOR 
DELINQUENT YOUTHS 


by JOHN F. CRONIN 











A soft spot has been found in the 
hard core of delinquent youths, ac- 
cording to the author. In Cincinnati, 
both the boys and the hospitals have 
benetited from the court’s new appli- 
cation of an old medication—work. 
Boys in this program are given op- 
portunities for social contacts, perma- 
nent employment, and, most impor- 
tant, exposure to those less fortunate 
than they. 


Se, CINCINNATI hospitals 
share the conviction of Hamil- 
ton County Juvenile Court that 
a soft spot has been found in the 
hard core of many of its incor- 
rigible wards. The hospitals not 
only have participated with the 
court’s officials in applying a new 


John F. Cronin is director of research 
of the Greater Cincinnati Hospital Council. 
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WORK therapy for delinquent 
youths in Cincinnati is di- 
rected by the juvenile court 
after a hearing of the case. 
Work is applied as a reward 
rather than a penalty under 
the program. 


WINDOWS in the sewing 
room of the laundry at St. 
Mary’s Hospital are given 
their regular washing by one 
of the juvenile court youths, 
From institutions, the boys 
may progress to periodic 
work in industry. 


COURT wards also help with 
groundskeeping at Children’s 
Convalescent Hospital. Other 
crews in the court's therapy 
program dismantled an old 
swimming pool and filled the 
cavity before sodding. 
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ESCORTING patients is another service performed for hospitals by boys in the 
program. To date, supervised groups have worked 4100 man-hours in eight 
institutions without accident or incident. 


version of an old therapy but they 
also have been direct beneficiaries 
of its application. 

Curiously enough, the effective 
therapy is an ancient medication 
—work. After more than a year 
and a half of continuous applica- 
tion of this theory, the court finds 
that the record of productivity is 
attracting the attention of juvenile 
officials from other parts of the 
country. 

Work is applied as a reward 
rather than as a penalty under 
this program. Furthermore, there 
is financial compensation for con- 
sistent performance. Beyond this, 
there are social contacts, oppor- 
tunities for permanent employ- 
ment, exposure to other youths 
who are less fortunate and the 
guidance and example of dedi- 
cated adults. 

Juvenile court officials have 
used these factors in successfully 
rehabilitating many juveniles who 
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otherwise would have dim pros- 
pects for a useful place in society. 

Motivation for the program 
comes from the court’s job place- 
ment and work therapy unit, 
which has a strong conviction tha! 
this program is one answer to the 
difficult juvenile problem that con- 
cerns every large city in the 
country. 


METHOD OF OPERATION 


The court’s portfolio on the 
program defines ‘‘Method”’ as 
follows: 

“Many of the youths who have 
been rejected as bad employment 
risks unfortunately are the ones 
who have the greatest variety of 
pressing needs for work. To meet 
these needs, we have developed a 
program wherein the hard core of 
such problem youth are given a 
chance to do satisfying and useful 
work for needy individuals and 
institutions in the community. In 


return, they are paid the modest 
sum of five dollars per day for 
their efforts. This plan has proved 
to be very effective because it 
provides (1) earnings; (2) a 
training situation; (3) the therapy 
involved in doing good for others; 
(4) the opportunity to work along 
with and receive the good example 
of trained adults; (5) a construc- 
tive use of the leisure time which 
could have been an opportunity 
for further delinquent behavior.” 

The same report summarizes the 
activities in this manner: 

“The boys have done a variety 
of tasks, ranging all the way from 
paint scraping in the recreation 
center of Longview State Hospital 
to walking a_ severely arthritic 
Veterans Administration patient 
who was deteriorating mentally 
and physically because of lack of 
companionship. Wall washing, 
painting, moving, wood chopping, 
sweeping, window washing and 
many other jobs have been suc- 
cessfully completed by the boys.” 

One particularly beneficial area 
of work was done at Children’s 
Convalescent Hospital. A group of 
boys were sent to the institution to 
remove a dilapidated swimming 
pool. This hard work involved 
demolishing the concrete pool, re- 
moving the debris, filling the hole 
and landscaping the new surface. 
While these youngsters were earn- 
ing a small stipend of independence 
for their labors, they were, at the 
same time, absorbing the therapy 
of an obvious contrast. What little 
physical strength they possessed 
assumed new value in contrast 
with the crippled bodies they saw 
around them. For some of these 
boys, it was the first time in their 
young experience that they were 
superior to others in their en- 
vironment. 


HISTORY OF PROGRAM 


The program was introduced in 
1958 when Juvenile Court officials 
observed an improved attitude in 
a group of boys who were given 
a work assignment that involved 
some elementary skills. This was 
at the Youth Center, a modern 
component that Hamilton County 
had set up for its juvenile ad- 
ministration. 

The efficient building not only 
is the place of detention but also 
is the headquarters for the court 
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and all of its officials and staff. 
Juveniles are tried in a dignified 
courtroom which combines the dig- 
nity of a court with a warm decor 
that tempers the austerity of the 
judicial bench. 

At the beginning, the program 
was conducted with small groups 
under supervision. Juveniles were 
given varied tests to indicate their 
aptitudes, their interests, their 
frustrations and to obtain other 
pertinent data about their person- 
al lives. 

In one instance, a group of five 
boys was sent to St. Mary’s Hos- 
pital in Cincinnati. They were 
assigned a variety of maintenance 
chores. This continued as a one- 
day operation with the boys work- 
ing on Saturday. Eventually, the 
group was narrowed down to two 
boys who were capable of han- 
dling the tasks assigned. These 
boys continued reporting without 
fail, working each Saturday. To- 
day, they perform their chores 
without court supervision. Many 
other similar experiences are accu- 
mulating in the division’s files. 

Court officials explain that work 
therapy is designed to assist the 


problem youth with undeveloped 
skills and interests in becoming 
employable. This involves moti- 


vating, training and eventually 
placing in employment a youngster 
who has been involved in delin- 
quent behavior in the past and 
who, without help, would become 
a greater burden to the community 
and to himself. 

In 1959, the first full year of 
operation, a total of 170 boys were 
exposed to this program; in the 
first five months of 1960 the total 
was 110. Forty-one permanent 
full-time jobs have been filled by 
youth who previously were un- 
acceptable for employment. Indic- 
ative of the progress of the pro- 
gram, 16 of the 41 found jobs 
through their own initiative. 


HOW THE PROGRAM WORKS 


In the program, a boy starts in 
a “training group” where he earns 
only his lunch and bus fare. He 
is taught skills and encouraged to 
exercise his talents. If he com- 
pletes the initial stage satisfac- 
torily, he is then paid five dollars 
a day for his work. These early 
phases are devoted to work in in- 
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stitutions. From here, the young- 
ster may progress to periodic work 
in industry and finally to full-time 
job qualifications. To date, super- 
vised groups have worked 4100 
man hours in eight institutions 
without accident or incident. 

Most of the boys build their 
records of delinquency against a 
background of frustration and 
hopelessness, often despair. Most 
of these boys have little education, 
as many rebel against discipline 
of education. 

One such example was a lad who 
was habitually truant, defiant and 
incorrigible. The staff of the work 
therapy unit worked with the boy 
until they found he had a glimmer 
of interest in welding. He was 
given an advance of money to 
enter a welding training school. 
The change was immediate. He 
has been perfect in his attendance 
record at these classes and has 
made regular weekly payments 
against the advance. The school 
reports that he has concluded the 
course to the satisfaction of all 
concerned and that his “job per- 
formance, attitude and conduct are 
excellent.” 

Another youngster who had 
missed 83 out of 110 days at school 
was given the opportunity to work 
in this program. To the amaze- 
ment of his supervisors, the first 
thing he bought with his compen- 
sation was an alarm clock. Imme- 
diately, his school truancy ended. 
Investigation disclosed that his 
mother was mentally retarded and 
attached no importance to awaken- 
ing the boy for school. 


OTHER EVIDENCE OF PROGRESS 


The following testimonial letter 
was written by the health educator 
of the Anti-Tuberculosis League 
of Cincinnati: 

“When your boys went around 
the public housing units picking 
up the old folks and assisting them 
to the x-raymobile, they did a 
real service for us, the old folks 
and themselves. At the time, we 
noticed how sweet they were to 
these infirm unfortunates and how 
much the old people appreciated 
their kindness. . . 

“Since the low-rental housing 
units have such a large number of 
older people, this was a good place 
to demonstrate this new idea.” 


Another tribute came for the 
Anti-Tuberculosis League after a 
unique experience. A 47-year-old 
man with inactive tuberculosis 
was suffering from rheumatoid 
arthritis, which left him in a badly 
crippled condition. His rehabilita- 
tion counselor described the man’s 
condition as follows: 

“His hands and arms are almost 
crippled. He has some use of the 
index fingers and thumbs. His hips 
give him considerable pain when 
sitting so he usually either stands 
or lies down. The left leg is prac- 
tically rigid which makes walking 
very difficult and hazardous with- 
out an escort.” 

Since there would be danger in- 
volved in his walking alone, a 
ward of the court was selected to 
serve as an escort for this man. 

“When Mr. W. started taking 
walks, he could travel only a few 
hundred feet. He tells me he can 
now circle the block,” the re- 
habilitation counselor reported. 
Mr. W. is also convinced that this 
boy’s fidelity to his responsibility 
is evidence that “he has had 
enough of doing wrong.” 

Similar stories of achievement 
are in almost every file of work 
therapy youths. The percentage of 
failures is extremely small. 

Of the 170, only three proved 
they could not be helped at this 
time. All 170 originally were 
slated for a detention school. 

Much of the credit for origina- 
tion of the program goes to the 
Cincinnati Board of Education’s 
division of child account (truancy). 
The division still works closely 
with the work therapy unit staff. 

The matter of finances was a 
potential obstacle to the program, 
since there is no provision in the 
court’s budget to pay even the 
modest stipends for the work the 
boys perform. The cost to date is 
about $7000, but this is being met 
by contributions. As knowledge of 
the program filters through the 
city, more money is coming in, but 
none of it is tax money. 

Almost daily, inquiries are com- 
ing in from other cities concern- 
ing the program. “Idleness is the 
devil’s workshop” may be a trite 
expression to some, but in Cin- 
cinnati it is a challenge to make 
solid men from the shambles of 
broken youth. bad 
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A NURSE at California Hospital provides ballot and pencil for a patient voting 


from his hospital bed. 


GETTING OUT 


THE PATIENT VOTE 


ii HAS frequently been pointed 
out that as a nation, we take 
too much for granted. We assume, 
for example, that each morning an 
uncensored newspaper will drop 
at the door; that our savings will 
rest secure in a _ neighborhood 
bank; that our homes will have 
plenty of light, water and heat. 
Too often, we assume that others 
will see to it that good men are 
elected to offices in our government. 

In recent years, to be sure, some 
progress has been seen in increas- 
ing the awareness of individuals 
and groups of their civic respon- 
sibilities. Hospitals have figured in 
this trend, and it is appropriate 
that they should. If hospitals are 
to safeguard their present status, 
they cannot afford to ignore com- 
munity—and state and national— 
affairs. 

Carl R. Terzian is director of public and 


church relations, the Lutheran Hospital 
Society of Southern California. 
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by CARL R. TERZIAN 


Encouraging patients and per- 
sonnel to exercise their voting 
privilege is one area in which the 
hospital can make a definite con- 
tribution. For example, the Calif- 
ornia Hospital, Los Angeles, has 
for several years been helping to 
spearhead the “get-out-the-vote” 
effort in downtown Los Angeles. 
Last June, a letter was sent to 
employees urging them to vote in 
the primary election, and more 
than 300 absentee ballot applica- 
tions were distributed to California 
Hospital patients by nurses. 

These applications were ex- 
changed with the county registrar 
of voters for actual ballots which 
were filled out by patients and 
promptly returned to the election 
officials to be counted. This fall 


the hospital again is providing this 
service to its patients. 

When we realize that many 
political contests throughout the 
country each year are decided by 
very small margins, it is easy to 
understand the importance of each 
citizen being registered. California 
Hospital also sponsors voter regis- 
tration drives. Deputy registrars 
are invited to the hospital, making 
it easy for patients and visitors 
who have neglected to register to 
do so. On election day, the hos- 
pital serves as a polling place, An 
election booth is set up in the hos- 
pital’s ground floor auditorium. 

The primary responsibility of a 
hospital is, of course, caring for 
the sick and injured, but it should 
also use every opportunity for 
participating in community affairs 
and encouraging civic awareness 
among those it serves and is 
served by. a 
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RISING HOSPITAL 
—twe 


MAKE HOSPITALS PUBLIC UTILITIES 


Some VOLUNTARY hospital is pecul- 
iar to our way of life. It is 
managed by trustees who are re- 
sponsible only to the community. 
Until 10 to 15 years ago it was 
self-supporting, in the sense that 
it received nothing from govern- 
ment. The men who have served 
the voluntary hospitals as trustees 
have made the system work, and I 
believe the community wants to 
preserve it. 

But—times have changed. Hos- 
pitals have become big business. 
But they are in trouble—and they 
are going to be in worse trouble— 
if we don’t face up soon to the 
fact that the voluntary hospitals 
cannot continue to operate as 
charitable institutions. 


HAT-PASSING INADEQUATE 


It is no longer possible to build, 
maintain or expand the modern 
voluntary hospital by passing the 
hat. The very rich are fewer in 
number and there are too many 
agencies competing for the public’s 
charity dollar. In recent years, the 
hospitals’ share of this dollar has 
been very thin indeed. Every- 
where, fund drives are falling 
short of their goals. People are 
now beginning to ask why they 
should contribute to an activity 
which is primarily an obligation 


William J. McWilliams, a former circuit 
judge in Maryland, is president of Anne 
Arundel General Hospital, Annapolis, Md. 
This article is based on a presentation at 
a meeting of the Advertising Club of 
Baltimore in May 1960. 


44 


by WILLIAM J, McWILLIAMS 





Hospitals cannot continue to operate 
as charitable institutions, the author 
states. He suggests that hospitals be 
made a public utility and offers a 
plan which will protect the voluntary 
hospital from government control. 





of government, and I must admit 
that the answer is too subtle and 
too complicated to convince the 
average citizen. 

What shall we do about it? 
Some will say, “What is wrong 
with what we are doing now? We 
are taking care of our patients, 
even though it is difficult at times. 
We can raise the money.” I believe 
(and I am not alone in this be- 
lief) that this is the road to bank- 
ruptcy—the road to government 
operation—which no one wants, 
not even government. 

Why is this so? Let us use 
Maryland as an example. Last 
year, 44 per cent of the patients 
in Maryland voluntary hospitals 
were Blue Cross subscribers. For 
their care—the finest possible— 
Blue Cross paid hospitals some- 
thing less than what it really costs 
to provide that care. 

Last year, 14 per cent of the 
patients treated in Maryland vol- 
untary hospitals were certified as 
medically indigent. For their care 
—again, the finest possible—the 
state paid 60 per cent of average 
costs. This year the state will pay 
80 per cent. We still have to find 
the other 20 per cent. 

Last year, an estimated 3 per 


cent of the patients treated in 
Maryland voluntary hospitals were 
covered by workmen’s compensa- 
tion. For these patients, the hos- 
pitals were paid less than cost in 
accordance with a schedule that 
has not been revised since 1956. 
This means that last year, 61 
per cent of the patients paid hos- 
pitals considerably less than’ their 
costs. This does not include another 
10 per cent of the patients from 
whom hospitals received nothing. 


MAKING UP THE DEFICIT 


Now do not for a moment think 
we can charge the full-pay pa- 
tients—the remaining 30 per cent 
—enough to make up the deficit. 
The rates would be prohibitive. 

At this point, it would be fair 
for someone to observe that since 
we are still in business we must 
have found a way to make up 
these deficits. To some extent this 
is true. Some hospitals have en- 
dowments. Some are aided by 
foundations. We each have a 
women’s auxiliary which provides 
not only money but also an in- 
calculable amount of time which 
would bankrupt us if we had to 
pay for it. Some are not funding 
depreciation, others are using up 
funded depreciation. It is impos- 
sible to accumulate funds for 
future expansion. Most of us are 
receiving small grants from local 
government. And all of us are 
continually, everlastingly, passing 

(Continued on page 47) 
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COSTS AND PUBLIC CONCERN 


S| | 
HELP MAKE THE DECISIONS 


by E. CLINTON BAMBERGER JR. 


HE PRESENT substantial interest 
fig the public in hospital costs 
is not entirely the product of di- 
rect efforts by hospitals although 
some effort has been made in this 
direction in the past. Rather, this 
interest is the by-product of an- 
other effort by the medical profes- 
sion and hospital trustees and ad- 
ministrators. Instead of being an 
end achieved and a problem solved, 
this public interest is a new prob- 
lem which can frustrate or achieve 
a greater end. 


SOURCE OF BROADER INTEREST 


What event is responsible for 
this broader interest in the prob- 
lems of paying for hospital care? 

When only patients obligated to 
pay hospital expenses were inter- 
ested in the cost of care and cure, 
we did not hear much about hos- 
pital costs. Hospital patients have 
never been a large proportion of 
our population. In addition, the pa- 
tient’s satisfaction with the serv- 
ices—with the relief of pain and 
with the preservation of his life— 
ameliorated his resentment of the 


E. Clinton Bamberger Jr. is a member of 
the law firm of Piper and Marbury, Balti- 
more, Md., and a trustee of Maryland 
Hospital Service, Inc. (Blue Cross). This 
article is adapted from a speech delivered 
by Mr. Bamberger at the annual Meeting 
of The Maryland-District of Columbia- 
Delaware Hospital Association in Wash- 
ington, D.C., in October 1959. 
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According to the author, public in- 
terest in and criticism of increasing 
hospital expenses have been produced 
by the growth of the prepayment 
plans. But this interest—which may 
well be a force for good—is lacking 
in leadership and discipline, he adds. 
Instead of spending their efforts in 
defense of inconsequential allegations, 
the author suggests, hospitals should 
consider how they can better educate 
the public and involve the public in 
some of the decisions it now criticizes. 





cost. 

The public interest in and reac- 
tion to hospital expenses is pro- 
duced by the growth of plans for 
the prepayment of hospital ex- 
penses. Approximately one-half of 
the population—of whom only a 
few are hospital patients—now are 
paying hospital expenses. Only a 
few—the hospital patients—have 
the opportunity to evaluate the 
worth of the services they pur- 
chase. 

The founders of the prepayment 
plans must have anticipated the 
increased public awareness of hos- 
pital expenses, which was the in- 
evitable by-product. We cannot 
criticize them for creating this in- 
terest or for failing to engage it 
for greater achievements. That is 
now our opportunity and responsi- 
bility. 


When hospitals alone thought of 
engendering public interest, it was 
not necessary to devise controls of 
the derivative public curiosity and 
energy. The interest would arise 
from the formation of auxiliary 
units of the hospital staff charged 
with specific responsibilities suf- 
ficient to satisfy curiosity and ab- 
sorb energy. 


PAYMENT WITHOUT TREATMENT 


The public interest to which our 
attention is now directed is not the 
product of participation in hospital 
function. It exists because the pub- 
lic is paying hospital expenses to 
prepayment plans without receiv- 
ing treatment. Few things give 
birth to curiosity as quickly as the 
payment of money for the promise 
of services in the future based 
upon an event the payor expects 
to avoid. The payor’s curiosity 
about the hospital’s expenditure 
of his money and his conviction 
that he has a right to know and to 
control this expenditure are wholly 
unsatisfied. 

The existence and energy of this 
public curiosity and interest in 
hospital costs can be a force for 
good or evil. If the undesirable 
consequences are to be avoided, 
the public must be allowed an ef- 
fective role in the disposition of 
its financial contributions to hospi- 
tals. Education must precede and 
accompany this public participa- 
tion. 

The interest of the public in 
hospital costs lacks leadership, pur- 
pose and discipline. That is why we 
are concerned and why we are 
perhaps a bit wary of this interest. 

The lack of leadership, purpose 
and discipline leaves a vacuum for 
the well-intentioned but ignorant 
or misinformed spokesman and for 
the selfish and demagogic. We have 


45 





seen examples in popular magazine 
articles, newspaper articles and 
editorials and at government hear- 
ings on prepayment plan rates. 


WHY LEADERSHIP IS LACKING 


The lack of leadership, purpose 
and discipline is probably a na- 
tural consequence of the source 
of the inception of the prepayment 
plans. Most, if not all, of the plans 
were initiated, at least in large 
measure, by the medical profes- 
sion, hospital trustees and admin- 
istrators. They were conceived and 
nurtured by physicians and hospi- 
tals. Physicians and hospitals still 
create the policy. The subscribers 
(the public) have a larger voice 
now in the management of the 
plans but physicians and hospitals 
retain essential control. Criticism 
of this situation may be justified, 
but too often what begins as justi- 
fied criticism becomes unqualified 
vilification. 

Unfortunately, most of those who 
are concerned about this undisci- 
plined public interest in hospital 
costs have exhausted themselves in 
inconsequential parries of the pub- 
lic’s thrusts. The physicians, the 
hospitals and the plans have gone 
to great lengths to disprove unsub- 
stantiated allegations that hospi- 
tals are managed inefficiently and 
uneconomically. This pattern may 
contmue for a long while. When 
one critic is satisfied that hospi- 
tals are collecting only a fair com- 
pensation for aspirin tablets, an- 
other will rise to say that they are 
reaping an unholy profit on milk 
of magnesia. When hospitals have 
finally defended omega they will 
hear again about alpha, because 
the previous defense will be long 
forgotten. 

It is time that we recognized the 
cardinal problem and set about 
finding a lasting solution. 


BALANCE OF GIVE AND TAKE 


Each faction might be called 
upon to surrender some sovereign- 
ty. The “give” of the physicians 
and hospitals may seem impossible 
and unreasonable, but there is an 
equivalent “take”. So many eru- 
dite people have predicted that the 
failure of prepayment plans will 
provoke a medical revolution with 
some form of socialized medicine 
as the result that I hesitate to re- 
peat the prediction because it has 
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become almost trite. The abate- 
ment of this risk is worth the sac- 
rifice of some prerogatives. 

If we acknowledge that physi- 
cians, hospital trustees and the 
public are now equal partners in 
the management of hospitals, the 
public’s curiosity about the return 
for payments to prepayment plans 
will be satisfied and the force and 
energy of the public’s interest will 
be used to preserve and promote 
hospital integrity and expansion. 
While each partner would have 
authority, duty and responsibility, 
each also would have a limitation 
upon the scope of its authority, 
duty and responsibility. Essential 
prerogatives would be preserved. 

If we concede that the prepaying 
public should have a voice in the 
disposition of its money, then we 
must look for a source of the edu- 
cation, leadership and discipline 
necessary to make the public’s role 
effective for a good result. Even 
if we deny this concession, we 
reach the same conclusion when we 
recognize the irrefutable fact that 
there is a patent public interest in 
hospital economics. 


SOURCE FOR LEADERSHIP 


It is not necessary to look far 
for the obvious source of this edu- 
cation, leadership and discipline. 
The prepayment plans have staffs 
and trustees eminently qualified 
for the task. They are acknowl- 
edged community leaders. 

Why have they not assumed this 
role? First, because they have 
been properly concerned with the 
health and growth of the plans. 
Second, because the salient policy 
of the plans has been formulated 
by the physicians and the hospitals. 
Prepayment plans have arrived at 
the point where growth for finan- 
cial integrity and community ac- 
ceptance is not so pressing. Physi- 
cians and hospitals, cognizant of 
the great value of the plans, must 
forsake some privilege and prerog- 
ative to preserve public confidence 
in the plans and hospitals. 

Events in Maryland in 1958 and 
1959 illustrate the waste of energy 
and effort and suggested my thesis. 
It is not a unique situation. 

The prepayment plans asserted 
and proved that premium income 
was less than expenditures by the 
plan. More than 90 per cent of the 
plan’s expense was reimbursement 


of hospital cost for service to sub- 
scribers. The plan required an in- 
crease in premium income to re- 
main solvent because hospital cost 
for each day of subscriber care 
had increased. The plan attributed 
the cause to hospitals. 


CURIOSITY WAS JUSTIFIABLE 


The subscribers—the public— 
were justifiably curious about the 
validity of the increased hospital 
costs. The public inquired of the 
state insurance commissioner for 
the answers because the commis- 
sioner was charged with the re- 
sponsibility of approving the plan’s 
premium rates. The insurance 
commissioner emulated the plan’s 
denial of authority to investigate 
hospital costs and of responsibility 
to justify the increase of hospital 
costs. 

At this point the frustration of 
the public produced vexation and 
anger. The elected representatives 
of the public were subjected to 
pressure which compelled action. 
A legislative committee, without 
resources to accomplish any lasting 
benefit, conducted public hearings. 
Charges and counter charges were 
aired, allegations were proved and 
disproved. After a few busy 
months everybody was exhausted, 
but the public still had no answers 
to its questions. No permanent so- 
lution was found. I am not even 
certain that the problem was un- 
derstood, but the charges of hos- 
pital inefficiency remain in the 
public memory. A few years will 
pass and the drama will be reen- 
acted. 


WHY DID IT HAPPEN? 


Why did this happen and how 
can it be avoided? The public does 
not want government to meddle in 
hospital affairs if the public can be 
satisfied that a disinterested party 
is protecting its money. I submit 
that waste and harm will be avoid- 
ed if the plan assumes the function 
of a skeptical purchasing agent for 
its subscribers. If it is manifest 
that the plan is not controlled by 
the hospitals and the medical pro- 
fession but by community leaders 
who are interested in protecting 
the subscriber’s funds, the public 
will have confidence in the plan. If 
the plan proves adequately that it 
has investigated the increase in 
hospital costs and has even con- 
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vinced hospitals to effect econo- 
mies, the public will be satisfied. 
There will not be the exposure to 
harm which can result from ad- 
ministrative agency and legislative 
committee hearings. 

An established prepayment plan 
is a central depository for the funds 
of people who agree to pool their 
resources to pay each other’s hos- 
pital expenses. It must represent 
effectively the economic interests 
of its subscribers. It should satisfy 
each subscriber that the hospital 
expenses are necessary and that 
the best available hospital serv- 
ices are purchased at the most 
reasonable cost. When such a group 
pays as much as it does to hospi- 
tals, it is entitled to know that the 
money is well spent. When the 
group is paying the hospitals’ cost 
of the services, it must know that 
the hospital is conducted effi- 
ciently. 


THE ALTERNATIVE 


Consider the alternative. If hos- 
pitals continue to be exposed to 
investigation by government, the 
day may soon come when legisla- 
tors realize that they do not have 
the authority to conduct an ade- 
quate investigation and to cure de- 


ficiencies in hospital management. 
Then we may have statutes en- 
acted to subject hospitals to the in- 
quiry and supervision that prevail 
in the field of public utilities. 

What concrete proposal do I 
present? Hospitals should cease 
expending their efforts and energy 
in the defense of inconsequential 
and unsubstantiated allegations. 
Instead, they should consider how 
they can better educate, lead and 
discipline the public and involve 
the public in making some of the 
decisions it now criticizes. 

The prepayment plans should re- 
consider their function. They 
should consider whether they 
should assume a more critical ag- 
gressive, if you will—attitude in 
representing subscribers in the re- 
lationship with hospitals and phy- 
sicians. 

If the plans make this determi- 
nation alone, they will meet resist- 
ance from the hospitals and the 
medical profession. The resolution 
of the problem of the function of 
prepayment plans in educating, 
leading, disciplining and repre- 
senting the public interest in hos- 
pital costs is as important to the 
physicians and the hospitals as it 
is to the public. 


I hesitate to suggest the forma- 
tion of another committee, but one 
more might make the others obso- 
lete. I submit for your considera- 
tion the formation of a small study 
group composed of representatives 
of the hospitals, the medical pro- 
fession, the prepayment plans and 
the state government. This group 
would be adequately staffed and 
financed by these same parties, and 
would be charged with the respon- 
sibility of submitting a proposal 
for the organization of the prepay- 
ment plan so that it is controlled 
by the subscribers with due repre- 
sentation of hospitals and physi- 
cians. 

This group would devise a 
scheme of relationship between 
physicians, hospitals and the pre- 
paying public to define the respec- 
tive roles of the three parties, their 
duties, and responsibilities. 

I hope that some agree with me. 
I will be pleased if some do not 
agree. There is a need for more 
controversy among hospitals and 
physicians about this subject. If so, 
they will work more earnestly 
toward a solution of the core prob- 
lem and not expend themselves re- 
butting inconsequential arguments 
from other sources. bal 





Make hospitals 
public utilities 


(Continued from page 44) 


the hat. It is an agonizing, frus- 
trating, hand-to-mouth existence, 
‘which never gets better and always 
gets worse. 

As the charity dollar shrinks, 
operating costs keep going up. The 
struggle to keep cash in the till is 
just as crucial as it is in any other 
business. The charity dollar not 
only buys less, but it is becoming 
harder to find. Furthermore, the 
giver likes to tie strings to his 
gift. He gives dollars toward a 
new x-ray machine but won’t 
give nickels for a new boiler, even 
though the new boiler may be 
many times more important than 
the x-ray machine. If he is asked 
for money to make up the annual 
deficit, he blames the hospital for 
poor management. 

My own experience in this area 
is limited to the Anne Arundel 
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General Hospital. Our 200 beds 
are no longer enough to meet the 
requirements of an exploding 
population. As trustees, we have 
an obligation to the community to 
enlarge our plant. We shall need 
from two to three million dollars, 
perhaps more. We can get some 
of this from the county govern- 
ment, some from the federal gov- 
ernment and perhaps some from 
a foundation. But we shall have 
to pass the hat for the rest of it 
and if the recent experience of 
others is any criterion, we are not 
going to get it. We could borrow 
all of it—if we were making a 
profit. 


A PROFIT FOR HOSPITALS 


Profit—it’s a dirty word, but, 
that is just what I mean: taking in 
more than we pay out. Public 
utility companies say that they 
can’t operate without it, and no 
one denies it. Our hospital is a 
public utility in every respect ex- 
cept one—we have no stockholders. 


Is it not fair to say that hospital 
service is as important to the 
public welfare as gas, electric and 
telephone service? If government 
can guarantee a profit to other 
public utilities, why should it not 
guarantee a profit to this one? 

If we could collect, in full at 
our present rates, from every per- 
son to whom we render a service 
we could show a profit. Then we 
could fund all of our depreciation. 
We could set up adequate reserves 
for emergencies, Like any other 
public utility, we could borrow 
money in the open market to 
finance any needed expansion to 
our plant and equipment and 
amortize the debt on favorable 
terms. We might even be able to 
reduce our rates. 

Can this be done? I think so. I 
am going to propose a plan which 
I am afraid will not be very pop- 
ular but which I feel makes good 
sense and which should protect 
the voluntary hospital from all of 
the undesirable features of gov- 
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ernment control, The essential 
elements of the plan are three: 

1. Establishment by the state of 
a fund out of which hospitals will 
be paid in full for all charges they 
are unable to collect through their 
own efforts. This Hospital Guar- 
anty Fund would be similar to the 
fund which protects the public 
against the uninsured motorist. 

2. The regulation of hospital 
rates by the Public Service Com- 
mission. 

3. The coordination and control 
of expansion and new construc- 
tion by the Hospital Council of 
Maryland. 


HOW FUND WOULD BE USED 


I can’t say just now how large 
this fund would have to be. It 
would need only to be large 
enough to accomplish its purpose 
since additions could be appro- 
priated by the legislature as 
needed. Certainly it should take 
over the distribution of all money 
now being paid to the hospitals 
for the medically indigent and 
others under existing laws. It 


would need a board of governors, 
an administrator and a staff. It 
should be set up with sufficient 


safeguards to prevent it from 
being used as a means of pro- 
viding the public with free hos- 
pital care, For this reason, the 
administrator should be required 
to make each hospital prove that 
it had done everything possible 
to collect from the patient before 
paying the bill out of the fund. 
In no case would a claim for pay- 
ment be presented sooner than 6 
to 12 months after the bill has 
become due. 

Upon payment, the claim would 
be assigned to the fund and auto- 
matically acquire the same status 
as a tax lien. The administrator 
of the fund should be charged 
with the duty of making diligent 
and continuous efforts to collect 
from the patient of his estate. In 
time, a fair percentage of these 
claims could be collected. 

Now we must become very 
practical. There is no use imag- 
ining that the voluntary hospitals 
could enjoy this kind of a bonanza 
without surrendering some meas- 
ure of their independence. Under 
the circumstances, I don’t think 
we would be giving up very much 
if we agreed to have the Public 
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Service Commission establish our 
rates. Since actual costs vary from 
one hospital to another, the rates 
could not be uniform. They would 
have to be established on an in- 
dividual basis, and they should 
reflect actual costs plus such profits 
as are necessary for each hos- 
pital’s own special situation. The 
Public Service Commission would 
seem to be well suited to this pur- 
pose. In time it could develop 
uniform accounting procedures, 
learn the hospital language and 
become familiar with hospital pro- 
cedures. 

If we agree that the first two 
elements of this plan are desirable, 
then we must accept the third 
element if we are to keep the 
whole structure within bounds 
and make it work smoothly. If 
government would guarantee that 
each hospital would operate at a 
profit, then we would need to 
make sure that there were not 
too many hospitals, that there 
would be no wasteful duplication 
of services. 


THE THIRD ELEMENT 


We would need to see that new 
structures and additions were not 
erected merely to satisfy local 
pride without regard to the needs 
of the community, that all build- 
ing programs had sound economic 
justification, and finally, that ade- 
quate hospital service would be 
provided, ultimately, to all parts 
of the state. It is my opinion that 
the Hospital Council of Maryland, 
which is supported by both the 
hospitals and Blue Cross, is pecul- 
iarly fitted for this role. The 
council should be charged with 
the duty of coordinating hospital 
service on a state-wide basis and 
should have the power to veto any 
building program of which it does 
not approve. I believe everyone 
will agree that this function should 
be exercised in an atmosphere as 
far removed as _ possible from 
political pressures. 

This is a mere skeleton of a 
plan. To implement this plan 
fully will require some highly 
complicated legislation. It will 
surely need the services of some 
very clever lawyers to integrate 
the many disparate interests and 
to clothe the statutes in the neces- 
sary unequivocal language. But if 
we have the will to do this thing, 


the lawyers will be available. 

Perhaps the first question that 
will be asked is what effect will 
this have on Blue Cross. I don’t 
know, of course. But the cost of 
Blue Cross insurance is going up 
in any case. Last year, Blue Cross 
spent about $30 for each day of 
care, double the 1949 figure, and 
it seems likely this cost will ex- 
ceed $32 during 1960. And the 
end is not in sight. 


BASIS FOR PAYMENT 


It is my firm opinion that, under 
the proposed plan, Blue Cross 
ought to pay, not the cost of 
service as now determined by it, 
but the rates established by the 
Public Service Commission. The 
logic of this is inescapable. But 
this does not mean that Blue Cross 
necessarily will cost more. The 
plan should give to the hospitals 
a solvency, stability and economy 
of operation which will result in 
lower rates, and if the Public 
Service Commission is going to 
regulate the rates, then Blue Cross 
should be able to save the money 
it is now obliged to spend audit- 
ing the books of the hospitals to 
determine what it calls “the actual 
cost of patient care.” 

What will this do to the tax- 
payer? There is no doubt that the 
adoption of this plan would result 
in some increase in the payment 
of public money to the hospitals. 
But this increase would be very 
small indeed compared to the ulti- 
mate cost of operation by the 
state. And that is what must 
happen if we are unable to find 
a way to insure the solvency and 
stability of voluntary hospitals. 

Now let me make this abund- 
antly clear. I am not the spokes- 
man of the Maryland Hospital 
Council or of the Anne Arundel 
General Hospital or of any other 
group. The opinions I express are 
entirely my own, I don’t expect 
many people to agree with me 
and I don’t look for the adoption 
of this plan any time in the imme- 
diate future. 

I should like to think, however, 
that I have stirred up thinking 
either very much for or very 
much against what I have pro- 
posed, for preserving the volun- 
tary hospital system is a matter 
about which an awful lot of people 
need to think an awful lot. . 
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TO EMPLOYEE EVALUATION 


hoon WE hear much of posi- 
tive thinking. We are inclined 
to discount anything but assur- 
ances that all will be well. We are 
satisfied with nothing less than 
the guarantee that we match the 
Russians in our missile program, 
that we surpass them in the in- 
telligence of our scientists, that 
we are in no danger of being out- 
raced. We will not listen to the 
man who says a strike settlement 
is inflationary. We brand him as 
having a “negative attitude” and 
we think that is unforgivable. No 
negative thinking goes. I am sure 
that today we would rid ourselves 
of a Churchill who could promise 
us nothing but “blood, sweat and 
tears.” 

Today, honest evaluation that 
raises any doubt as to a favorable 
outcome is frowned upon. There 
should be no question about the 
capability of delivering 100 per 
cent success. Even the television 
brings us prepared recipes that 
guarantee no failures. Yet we do 
see television demonstrated cakes 


Albert T. Hume, M.D., is manager, Vet- 
erans Administration Hospital, Outwood 
Station, Dawson Springs, Ky. 
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by ALBERT T. HUME, M.D. 





The power of positive thinking and 
assurances that all will go well seem 
to be basic requirements for today’s 
living, the author writes. But for the 
supervisor, he contends, a _ negative- 
positive attitude should be used in 
judging an employee’s job potential. 
Honestly used, the negative-positive 
approach to employee evaluation leads 
to truly positive action by the super- 


visor, he concludes. 





fall into sticky, inedible messes. 

Should a supersalesman fail to 
deliver, we are inclined to re- 
place him with a _ super-super- 
salesman who can convince us in 
advance that ail is well—someone 
who can, like a benevolent parent, 
rock us to sleep with a lullaby. 
And so we “rock-a-bye baby in 
the tree top” and are angry when 
the wind blows us to the ground. 
We blame the singer of lullabies, 
not the wind, and replace him with 
a better singer. 


NEGATIVE-POSITIVE ATTITUDE 


Being negative positive implies 
that one is sure he can do the job 
but that he is not blind to the 
problems that confront him. Rec- 


ognizing future possible problems 
is a far cry from ignoring them. 
“To be forewarned is to be fore- 
armed”, and it surely is a sign of 
intelligence in an employee that 
he points out possible pitfalls in 
the road ahead. It is not contended, 
of course, that he should over- 
emphasize the difficulties, but in 
order to surmount them he must 
first recognize them. It is healthy 
that an employee have certain 
basic fears for the future. To be 
afraid is not to be weak. 

How often have we heard some- 
one say, “I know the man is a 
genius, he told me so himself.” To 
the majority of people, the remark 
perfectly depicts the low opinion 
held of the man in question. Gen- 
erally, the world disapproves of 
“bombasts” and braggarts. Most 
supervisors and administrators 
value the man who admits he does 
not know it all and who fails to 
guarantee a flawless performance 
but who will state he will do his 
best. 

For the supervisor, this insight 
into people is important. Without 
the knowledge that some good 
people underestimate rather than 
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overestimate their abilities, he 
will lose the services of many 
good employees. Very often, in 
fact more than not, the man who 
conservatively agrees he thinks he 
can do the job will be more effec- 
tive than the one who gives a 
glowing prognostication of his 
performance. 


BUT NOT TOO NEGATIVE 


Do not misunderstand me. Truly 
positive thinking leading to posi- 
tive action is to be desired. How- 
ever, one must be sure to define 
and understand a positive ap- 
proach. Be sure you do not try 
to stop a buzz saw by grabbing 
positively the saw blade rather 
than negatively turning off the 
current. 

It is confusing these days to 
know what is and what is not 
positive thinking. It appears that 
one must say “I’m absolutely posi- 
tive I can” rather than the time 
honored phrase “I think I can.” 
The latter carries just the slightest 
inference of possible failure, which 
now is interpreted as the rankest 
kind of negative thinking. I con- 
tend it is not negative thinking; 
, it is honest evaluation and there- 
fore positive. 

My plea here is to the super- 
visor not to wrongly evaluate 
those who understate rather than 
overstate their qualifications. Keep 
your eye open for the braggart, 
the “wolf in sheep’s clothing’? who 
can sell himself but who fails to 
deliver the goods. My points are 
made in an effort to help the 
supervisor identify him, to help 
him choose the truly positive 
thinker who is sincere and, there- 
fore, may sound negative now 
and then. 


HONESTY IS THE BEST POLICY 


How, then, does a_ supervisor 
confronted with judging one of 
these slow starters—one of these 
“negative positives’’—make an 
evaluation? A snap judgment that 
the man is undesirable is in many 
instances certain to deprive the 
service of an excellent employee. 
This may be just the man the 
organization needs; don’t miss him 
by being too hasty. 

Years ago, certain phrases were 
advanced and proffered as axioms 
too true to be doubted. “Honesty 
is the best policy” is one of these 
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phrases not heard much these days, 
but it may help us to judge the 
man who leaves us without much 
of an impression. Is he honest? 
Does his integrity measure up to 
the desired standard? It is not 
difficult to measure a man’s honesty 
and integrity. What do other 
people think about him? His record 
usually tells whether a man is 
honest or not. Gross things like 
having been in jail for stealing are 
not essential in evaluating the 
probity of a man. His friends will 
tell if he is honest or not—if they 
are asked. The supervisor himself 
may be able to gain much during 
the interview by asking some 
rather well directed questions of 
a hypothetical nature. It is not 
difficult to get hints as to a man’s 
basic honesty if one will try. 


A MAN OF MANY PARTS 


It is gratifying to note that in- 
dustry increasingly recognizes 
that many men are married. Eval- 
uations of the wife and family 
often will give the supervisor a 
hint about the character and sta- 
bility of the employee. It is sur- 
prising that more attention has 
not been paid to wives as reflect- 
ing their husband’s good qualities. 
A stable family is a great asset to 
a man in any position. To com- 
pletely ignore this phase of a 
man’s life is to miss obtaining 
some valuable information about 
the employee. 

The most persistent employee 
often is the best employee. The 
employee who has energy and 
unflagging interest to accomplish 
what he sets out to do is a much 
more effective individual than the 
man who proposes high goals 
which he never attains. Again, 
how does one judge a man of this 
type? Past performance is the 
best clue. Good, honest accom- 
plishments cannot be hidden and 
are there if one will but look for 
them. Frequent job changes natu- 
rally may give a clue to instability. 
Previous employee evaluations 
will also indicate sustained energy 
on the point of the employee. 


SERVING TWO MASTERS 


It is, we are told, difficult to 
serve two masters; yet everyone 
in effect, is called upon to do so. 
Most everyone has an opportunity 
and an obligation to please the 


one he reports to and the ones 
who report to him. Some super- 
visors are oriented to please the 
boss more than the subordinate, 
and vice versa. It is probably best 
that a supervisor have a proper 
balance and please both groups to 
a nearly comparable degree. This 
balance of character should be 
forthcoming if one will choose an 
employee who has the attributes 
of fairness, honesty, integrity, and 
has enthusiasm. It is important in 
evaluating the negative positive 
individual to bear these facts in 
mind. Endeavor to choose one 
oriented in both directions if he 
is to supervise people. 


HAS HE BEEN CLOCKED? 


In judging a race horse, past 
performance is the main factor in 
judging what the future of the 
animal will be. But race horses 
run miles in different times on 
different days. It is not wise to 
take the best time of a horse and 
assume that he will perform in 
that manner consistently. Average 
performance is a much safer fig- 
ure. So it is with a man. We can 
look back on performances and 
take the average. We should be 
careful about counting against him 
one bad performance in anything. 
One bad recommendation may 
represent only one bad “clocking”’ 
on a morning when he did not 
perform up to his standard. It 
might also represent the ‘“clock- 
ing” or evaluation of someone who 
had another “favorite”. 

It is possible to evaluate the 
over-all performance of a man 
with about the same accuracy as 
that of a race horse. We can de- 
termine with considerable accu- 
racy in which class he belongs, 
even though we might not be able 
to predict the performance for one 
single day. 


TAKE HIM OR LEAVE HIM 


It is important that a decision 
be made about an individual in a 
reasonable length of time. It is 
not fair even to one seeking em- 
ployment to keep him in the dark 
as to what the decision will be. 
He should be told and told di- 
rectly as soon as possible whether 
he is desired for the position. This 
is good for both the judge and 
the judged. Besides, it is truly 
positive thinking. . 


HOSPITALS, J.A.H.A. 
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Frank S. Groner, president 
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A Vital Partnership 


N ITS relatively brief but history- 

making existence, August 29, 
1960, will go down as another his- 
torical landmark for Blue Cross. 
For on this date, the House of Dele- 
gates of the American Hospital 
Association gave final approval to 
changes which, for the first time, 
make it possible for Blue Cross to 
formulate a national prepayment 
plan. Reorganization begins on 
October 1, 1960. 

The research, study, and plan- 
ning which led to reorganization 
has been of long duration. And 
we must guard against a natural 
human tendency to feel that the 
climax has been reached—that, 
with reorganization, the job is 
done. For, on the contrary, the job 
has just started. The mechanism 
exists, but we have to make it work. 
The mechanism serves only as the 
door through which we may pass 
into a successful future. It is up to 
us to walk through the door. And 
this means we must make the Blue 
Cross-hospital partnership a real 
partnership in every sense of the 
word. 

Blue Cross, on the one hand, 
must operate its prepayment pro- 
gram within the realm of financial 
solvency. It also must provide the 
broadest benefit levels within the 
financial reach of the largest num- 
ber of people. This involves: 

1. Increased enrollment 

2. More uniform benefits and 
contracts 
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3. Standardization of Plan oper- 
ations 

4. Effective servicing of national 
and local accounts. 

The obligations of Blue Cross in 
the partnership are clear cut. It is 
the hospital side of the partnership 
that must be brought into clear 
focus if we are to accomplish the 
important task ahead. 

Briefly, the partnership for hos- 
pitals requires that they fulfill a 
series of responsibilities. And of 
these, the following are major: 


De HOSPITALS must show an 
outright conviction that Blue Cross 
is the most efficient and effective 
way to finance hospital care by the 
public. Here many of us face the 
predicament createa by our theo- 
retical acceptance of the Blue 
Cross concept and the practical 
reality which includes forms of 
health insurance that do not ad- 
here to Blue Cross goals, practices, 
or principles. Hospitals must assess 
this situation. For the question of 
financing hospital services for the 
public is a paramount issue de- 
manding a firm position on the 
part of each hospital. We cannot 
be for something as important as 
financing our institutions one day 
and change our minds about it 
the next. If there is one most im- 
portant aspect to the hospital 
partnership with Blue Cross, it is 
the position we must take on how 


our institutions are financed by the 
public. 


eee JUST as Blue Cross is 
most effective and efficient in fi- 
nancing hospital services at the 
lowest cost without profit, so must 
hospitals accept their responsibility 
to provide care in the most efficient 
and economical manner. This in- 
volves voluntary controls in hos- 
pitals to achieve the following: 

1. High quality care and efficient 
operation 

2. Sound planning and organi- 
zation 

3. Appropriate utilization of 
services and facilities 

4. Coordination with related 
community agencies. 


Pai HOSPITALS must take a 
more positive and active role in 
formulating the future of the Blue 
Cross program. We must serve on 
Blue Cross boards and committees, 
giving of our time willingly and 
unsparingly. Through the newly 
established Council of the Ameri- 
ean Hospital Association, the 
Council on Blue Cross, Prepay- 
ment, and Financing, it is expected 
that its spirit and activity of co- 
operation will be activated on the 
national level and that the same 
pattern of working together will 
be carried out at the local level. 

There is no question in my mind 
that if hospitals and Blue Cross 
fulfill their obligations to each 
other, they will be fulfilling their 
public responsibility and thereby 
accomplishing one of our most im- 
portant and vital tasks for the 
future. 
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ASSOCIATION SECTION 





The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago on May 
19-20, 1960. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


VOTED: To approve the statement 
titled, National program for Hospitals’ 
Community Services; further, to im- 
plement the proposed program in ac- 
cordance with the steps described in 
the last section of the statement. 


NATIONAL PROGRAM FOR HOSPITALS’ 
COMMUNITY SERVICES 
Approved by Board of Trustees 
May 19-20, 1960 

Individual hospitals throughout 
this country have served their 
communities with dedication and 
with skill. In consequence, they 
enjoy the respect and _ support 
which communities give to such 
institutions. Hospitals, as a group, 
however, have come under attack 
from people who serve as spokes- 
men for large groups of consumers 
of hospital services. To answer 
this attack, hospitals cannot de- 
pend on their local support, but 
must band together to gain great- 
er public understanding. 

The reasons for growing criti- 
cism are centered primarily in 
higher Blue Cross rates and in- 
creased government appropriations 
to pay for the medical and hospital 
care required by public assistance 
recipients. There seems to be a 
belief among certain segments of 
the public that hospitals are 
not operated as economically as 
possible, and physicians do not or- 
ganize their services as efficiently 
or use expensive hospital facilities 
as appropriately as they might. 
These are serious charges which 
cannot be taken lightly. 

The hospital system of this coun- 
try is based on the short-term gen- 
eral hospital where physicians 
center their practices. It embraces 
long-term facilities, such as reha- 
bilitation centers, nursing homes 
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and home care programs. Its ma- 
jor support is a variety of prepay- 
ment mechanisms. Its objective is 
to serve the whole community by 
providing high quality care in an 
economical manner. 

If the hospital system is to re- 
create the hospital image that the 
public sees, hospitals through their 
trustees, their administrators, and 
their medical staffs must be pre- 
pared to join in a program that 
will demonstrate that hospitals as 
a group serve their communities 
with dedication and with skill. A 
joint hospital action program 
should be designed to develop and 
maintain joint activities which 
hospitals can conduct as a group, 
other activities which hospitals 
will conduct in cooperation with 
others, a measurement mechanism, 
an analysis and question asking 
device so that consumers and the 
spokesmen who represent them 
may ask intelligent questions and 
receive sound answers, and finally 
a reporting process. 

The joint programs will serve 
five purposes: to assist hospitals 
to furnish high quality care to the 
sick and injured on an economical 
basis; to promote community 
health through cooperation with 
health and welfare agencies; to im- 
prove efficiency of operation; to 
develop sound planning and or- 
ganization; and to encourage ap- 
propriate utilization of services 
and facilities. In this category will 
fall programs which can be de- 
veloped and implemented largely 
by hospital trustees and adminis- 
trators, such as: 

1. Educational programs to im- 
prove both supervision and tech- 
nical know-how and to teach work 
simplification methods. 

2. Study programs to guard 
against infections, to make im- 
proved use of people, equipment 
and supplies, and to develop new 
techniques, new equipment, and 
more functional facilities. 

3. Recruitment programs to at- 


tract the skills and technical 
knowledge required to operate a 
modern hospital. 

4. Policy development to assure 
uniformity in pricing, sound per- 
sonnel policies and practices, and 
effective cooperation with volun- 
tary and official agencies. 

5. Where appropriate, central- 
ized services for collection of ac- 
counts, purchasing of supplies, 
employment of personnel, and ac- 
counting and reporting. 

The joint program will also in- 
clude activities requiring partici- 
pation of providers of health care 
and the community they serve. 
Among these activities will be (1) 
a community-wide program for 
planning and financing hospitals 
and related institutions and serv- 
ices, (2) a utilization review pro- 
gram, and (3) a program to insure 
quality of care and continuity of 
services. 

A measurement mechanism will 
depend upon a uniform method of 
gathering financial and statistical 
information. Since reimbursement 
as well as measurement will de- 
pend on such uniform reporting, an 
independent auditing agency is re- 
quired to insure both uniformity 
and equity. 

An analysis and question asking 
device is a necessity if reliable re- 
porting is to be undertaken. Hos- 
pitals and physicians have had less 
experience with this part of the 
program than with other parts 
and, therefore, may be reluctant 
to entertain such a device, which 
will involve not only the provider 
of health care but also the con- 
sumer, the underwriter and the 
giver. It is at this point that Blue 
Cross-Blue Shield can _ provide 
wise and skillful leadership. 

The reporting process will be de- 
vised to report on each of the ac- 
tivities, mechanisms and devices. 
It will have a common goal, that is, 
to inform the community of the 
effectiveness of our hospital sys- 

(Continued on page 102) 
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PHARMASEAL PRESENTS 
A NEW PLASTIC 
ENEMA ADMINISTRATION UNIT 


a disposable quart container complete with connector and rectal tube plus clamp 
and lubricant...all packaged together and ready for use. 


FOR ROUTINE LARGE VOLUME ENEMAS...LOW COST...EASY TO 
STACK ...STORE... ASSEMBLE... DISPENSE... USE AND DISPOSE. 
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Atgfessional practice 


INHALATIONAL THERAPY 
IN THE RECOVERY ROOM 


tos VALUE of the postoperative, 
anesthetic recovery room is 
growing, as is attested by the ever 
increasing number of hospitals that 
are demanding the inclusion of 
such a room in the facilities for the 
care of patients. The recovery of a 
patient from an anesthetic and the 
immediate effects of the operation 
demand the same careful observa- 
tion and availability of equipment 
as is present in the operating room. 
Patients remain in the recovery 
room from one to four hours or 
longer, and almost all of them re- 
quire some sort of inhalational 
therapy. 

Inhalational therapy is of prime 
importance in the recovery of the 
patient. The services of the inhala- 
tion therapy department are too 
often ignored by recovery room 
personnel. It is only by close co- 
operation between recovery room 
personnel and the inhalational 
therapy department that inhala- 
tional therapy equipment can be 
maintained in constant readiness. 


READINESS IN EMERGENCY 


Daily visits to the recovery room 
should be made by the inhalation 
therapist; he should inspect all 
equipment for cleanliness and 
proper functioning. All defective 
equipment either should be re- 
paired or removed from the area. 
Because many indications for in- 
halational therapy point to an 
emergency, faulty equipment can 
jeopardize the patient’s life. With 
this in mind, it is necessary to 
provide a storage place for addi- 


Paul W. Searles, M.D., is chief of anes- 
thesia, St. Luke’s-Presbyterian Hospital, 
Chicago, and chairman, American College 
of Anesthesiology. 

This paper based on a presentation to 
the Inhalation Therapy section, Tri-State 
Hospital Assembly, at Chicago, May 2, 
1960 
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Growing in importance in the care 
of patients are the postoperative, an- 
esthetic recovery room and the use of 
inhalational therapy, according to the 
author. In this article, he points out 
how the inhalation therapy depart- 
ment can contribute to recovery room 
services, and what the essentials of a 
good inhalation therapy program are. 





tional equipment to make it readily 
available in an emergency on a 
moment’s notice. In these in- 
stances, there is not time for a 
telephone call or an elevator wait 
to transport the equipment. 

It is advantageous to have piped 
oxygen in the postoperative recov- 
ery room. This can come from a 
major bulk supply, if the hospital 
is so equipped. If such is not the 
case, however, this is unnecessary 
because it is easy to construct a 
battery of four tanks of oxygen 
(two in use and two in reserve) and 
to pipe the oxygen from this in- 
stallation to each patient. There 
should be an alarm system as a 
warning of a short supply of oxy- 
gen. In addition to piped oxygen, 
there should always be two sepa- 
rate tanks of oxygen fully equipped 
with breathing bags and masks to 
be used for emergency in case of 
pipeline failure. 

Almost all types of inhalational 
therapy may be used at one time 
or another in the recovery room. 
When used, sterile nasal catheters 
should be inserted under careful 
supervision to prevent overdisten- 
tion of the stomach. Proper hu- 
midification should be available 
and be used for each patient. Nasal 
catheter oxygen administration is 
probably the most widely used 
method for the routine patient who 
has recovered his reflexes and is 
able to take care of his airway. 


by PAUL W. SEARLES, M.D. 


The oxygen mask, or a similar 
type of apparatus, is more appli- 
cable when higher concentration of 
oxygen are desired, and an ade- 
quate supply must be maintained 
at all times. Intermittent positive 
pressure breathing apparatus 
should be available for the exclu- 
sive use of the recovery room and 
carefully checked after each ad- 
ministration for cleanliness and 
proper function by the inhalation 
therapist. 


EMERGENCY EQUIPMENT 


A simple mask and large breath- 
ing bag with an expiratory valve 
should be provided for each cubicle 
or cart in case of a sudden occur- 
rence of apnea or an obstruction 
in respiration that demands imme- 
diate positive pressure. Other types 
of positive pressure apparatus, 
such as the Bennett Assistor or 
even an anesthetic machine, can be 
utilized after the initial acute 
emergency is over. Of course, 
mouth to mouth breathing and 
double airways are useful and are 
utilized at times to provide ven- 
tilation, but by and large there is 
no substitute for a large breathing 
bag attached to a mask to reestab- 
lish respiration, 

It must be emphasized that by a 
large breathing bag is meant a 
five-liter breathing bag, such as is 
used on the anesthetic machine, 
and not the small, pint-sized bag 
present on some masks. The latter 
are totally unsatisfactory for ap- 
plying external pressure to the 
breathing bag to perform artificial 
respiration. 

The use of positive pressure is 
especially valuable in the treat- 
ment of postoperative atelectasis. 
In addition to coughing and turn- 
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ing the patient, it is also necessary 
to hyperventilate the lungs to aer- 
ate the collapsed areas. 

It must be emphasized that ex- 
cessively high, continuous positive 
pressures can actually impair the 
return of the blood to the heart. 
Care must be taken not to use con- 
tinuous high pressures, especially 
in patients weakened by shock. 
There is one exception—pulmon- 
ary edema where high pressures 
may prove useful in reducing the 
edema fluid in the lung. 


RESPIRATORY COMPLICATIONS 


The most frequent complication 
encountered in the recovery room 
is depressed and shallow respira- 
tion. This complication is on the 
increase due to the use of the 
muscle relaxants. This condition if 
allowed to continue untreated leads 
to hypoxia, hypercarbia, and even- 
tually to apnea and death. Oxygen 
must be administered and respi- 
rations assisted or at times con- 
trolled to provide oxygenation and 
ventilation to rid the patient of 
carbon dioxide and eliminate re- 
maining volatile anesthetic agents. 

Any cardiovascular collapse 
must be vigorously treated with 
stimulants, fluids and blood to in- 
sure an adequate circulation to 
transport the oxygen. In addition, 
high concentrations of oxygen and 
proper ventilation must be admin- 
istered to provide proper oxygen- 
ation of the patient. 

Obstructed respiration is a com- 
mon complication after the admin- 
istration of anesthetic. The routine 
use of airways, either mouth or 
oral, is necessary if the patient is 
unconscious, Simple support of the 
jaw then is usually sufficient. When 
an obstruction is due to vomiting, 
laryngospasm, bronchospasm, etc., 
however, a crisis may develop and 
an endotracheal tube must be in- 
serted. If this is not possible, a 
tracheotomy must be performed. 
The proper sizes of the various 
types of connections must be main- 
tained by the inhalational therapy 
department to make it possible to 
give oxygen or to maintain ven- 
tilation whatever the method em- 
ployed. 

OTHER COMPLICATIONS 


In many instances, a patient may 
arrive in the recovery room with 
a complicating condition or disease, 
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which requires inhalational ther- 
apy in the form of oxygen. Con- 
gestive heart failure, for example, 
calls for increased oxygen in the 
inhaled air to support the already 
failing oxygenating system. Then 
there is the patient who has been 
operated on for a bowel obstruction 
and requires high oxygen condi- 
tions postoperatively to help elimi- 
nate nitrogen from the bowel and 
decrease the distention. There is 
also the diabetic in insulin shock 
postoperatively, who may require 
intensive support of his respiratory 
system as well as treatment in 
other forms. Again, the patient 
who is toxic and feverish with 
uremia from urinary obstruction 
benefits from increased oxygen. A 
patient may be operated on for one 
cause or another and may arrive 
in the recovery room with a com- 
plicating disease, which in itself 
requires active inhalational sup- 
port through oxygen. 


An infrequent but disastrous 
complication that can occur either 
during surgery or postoperatively 
is cardiac arrest. Many of these 
patients can be resuscitated suc- 
cessfully, but they require constant 
exygenation to protect the heart 
and the brain. 

Similarly, patients who have 
had a coronary thrombosis or those 
who are suffering from anemia 
need all the extra oxygen that can 
be delivered by inhalation and 
used by the body. 

Finally, it must be reiterated 
that the equipment for inhalational 
therapy in the recovery room must 
be (1) readily available, (2) in 
good working order and (3) re- 
evaluated periodically because su- 
perior, new equipment is constantly 
being supplied by the manufac- 
turers. These goals can only be 
obtained by utilizing the services 
of the inhalational therapy depart- 
ment in the recovery room. bd 





NOTES AND COMMENT 





Air pressure in blood transfusion 


The use of air pressure to speed up blood transfusien is unnecessary 
and dangerous, according to an editorial in the Journal of the American 
Medical Association.* As evidence to support this assertion, the writer 
of the editorial cites an article** which reported that four patients sus- 
tained air embolism after blood transfusions under air pressure, and 


three of these died. 

It is recognized, the writer points 
out, that sometimes in acute hem- 
orrhage, blood must be transfused 
very rapidly to save the patient’s 
life. There are several acceptable 
methods of doing this. These are: 
(1) inserting needles into several 
veins; (2) using a large bore 
needle; (3) elevating the bottle 
to increase hydrostatic pressure; 
(4) using a three-way stopcock 
between the needle and the intra- 
venous tubing and pumping the 
blood in by syringe, and (5) col- 
lecting blood in plastic bags to 
which direct pressure may be ap- 
plied without any danger to the 
recipient during administration. 

According to the editorial, the 
Committee on Medicolegal Prob- 
lems of the AMA reported*** that 
a number of deaths have occurred 

* J.A.M.A. 173:130 July 2, 1960. 

** Ruesch M. et al. Continuing hazard of 
air embolism during pressure transfu- 
sions. J.A.M.A. 172:1476 April 2, 1960. 

*** Wiener, A. S. Medicolegal aspects of 
blood transfusions, Committee on Med- 


icolegal Problems. J.A.M.A. 151:1435 
April 18, 1953. 





from use of air pressure to ac- 
celerate blood transfusion. The 
committee also reported that such 
accidents are inevitable when this 
method of transfusing is employed. 

Therefore, the committee warned, 
this procedure is to be condemned. 
Since this method is not foolproof, 
and ‘since safe methods are availa- 
ble, death from air embolism after 
transfusion may be considered pri- 
ma facie evidence of negligence on 
the part of the transfusionist. 

If transfusion of blood under air 
pressure is still common in the 
United States, despite the report 
of the Committee on Medicolegal 
Problems, there may be many un- 
necessary deaths from this cause 
annually, the editorial states. 

The writer concludes by saying 
that if this unnecessary and dan- 
gerous procedure is persisted in, 
then the time has come to prohibit 
the use of this method of blood 
transfusion by appropriate legis- 
lation. . 


HOSPITALS, J.A.H.A. 





GENTLE STIMULUS...FOR POSITIVE RESULTS 


PERI-CO 


LACE 


$ from cascara, Mead Jonnson 





Dlecty! sodium 


in management of constipation 


Peri-Colace induces prompt, positive yet gentle 
results in constipation through the synergistic 
action of its ingredients: 

1. Peristim,® a mild laxative, “...exerts its peri- 
staltic stimulating action directly on the large 
intestine, via the blood stream.”? 

2. Colace,® a non-laxative stool softener, main- 


tains hydration of the fecal material as it passes 
through the intestinal tract.? 

Available as: Peri-Colace Capsules, bottles of 30, 60 and 
250. Peri-Colace Syrup, bottles of 8 oz. 


Bibliography: 1. Lamphier, T. A.,, and Lyman, F.L.: J. Internat. 
Coll. Surgeons 31:420-423 (April) 1959. 2. Smigel, J. 0.; 
Lowe, K. J.: Hosp, P. H., and Gibson, J. H.: M. Times 86:1521- 
1526 (Dec.) 1958. 
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Symbol of service in medicine 





To help prevent staphylococcal infection, 
use pHisoHex not only in the 


operating room and the nursery— 


but everywhere throughout the hospital: 

¢ for handwashing by all hospital personnel before 

and after caring for every patient 

* for routine washing of newborn infants and their mothers’ hands 
* to wash patients ante and post partum 

to wash patients who have a communicable disease 

* to wash patients who have an infective disease of the skin 


¢ for surgeons’ hand preparation ¢ to wash anesthesia equipment 
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O REDUCE the spread of staphylococci and other organisms in hospitals, 
handwashing is “... possibly the most important single control meas- 
ure.” Just soap-and-water cleansing ‘’... does not go far enough be- 
cause it cannot be relied upon to kill the staphylococci.”? But “when 
pHisoHex is used by nurses for handwashing, it is not possible to recover 
Staphylococcus pyogenes from their hands."’* In addition, bacterial resistance 


to hexachlorophene does not develop.‘ 


At the National Institutes of Health, the incidence of hospital cross infection 
in the Infectious and Parasitic Disease Service was practically eliminated 
when all hospital personnel washed with pHisoHex before and after caring 


for any patient.® 


In hospital nurseries, routine use of pHisoHex for bathing infants 
as well as for routine handwashing by hospital nurses has helped prevent 


staphylococcal epidemics among newborn infants.®’ 


Why is pHisoHex $0 often preferred? “The preparation appears to 
kill bacteria quickly, inhibits their growth, renders the skin’s surface virtually 
sterile in many cases, forms an antibacterial film which kills fresh bacteria 
in the event of subsequent contamination after its use, saves time... . It is 
nonirritating, and it is hypoallergic.’’® 


against STAP actin 


Antibacterial detergent with 3% hexachlorophene staphylococcal Zephiran® chloride, a powerful 
antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 
for general hospital sanitizati isi 

i ale asia g pital sanitization and disinfection. Roccal 


116:1185, March 8, 1958. rinsing renders textiles actively bacteriostatic against 
ya Klarmann, E. G.: J. z $ 
Pharm. 129:42, Feb, 1957, respiratory and wound discharge. 
3. Hardyment, A. F:: Pediatric 
aie of me mal Write for or ask the Winthrop man for the leaflet, “Prac- 
BS: Frigerio, NA. and tical Pointers to Protect Your Hospital Against STAPH- 
ovanesian, J.: Antibiotics & y]ococcal Infections.” 

Chemother. 7:457, Sept., 1957. ylococcal Infections 
5. Benson, M. E.: Am. 7. Nurs- 
ing 57:1136, Sept., 1957. 
: Wriham, D, N., et al.: New 

> q 257:295, Aug. 
13° 1957. 7. Boum, A. Hl’. ant LABORATORIES New York 18, N. Y. 
Boles, R. D.: J. Kansas M. Soc. 
60:248, June, 1959. 8. Medrek, 
T. F., and Litsky, W.: Surg. 
Gynec. & Obst. (Internat. Abstr. 
Surg.) 104:209, March, 1957. (brand of benzalkonium chloride, technical), trademarks reg. U.S. Pat. Off. 1209-0 


pHisoHex, Zephiran (brand of benzalkonium as chloride, refined), and Roccat 
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Which is chyle and which is Lipomul I. V.?' 


As you know, after digestion, fat passes as an emulsion called chyle through 
the lacteals into the lymphatics tributary to the thoracic duct, and then 
into the systemic circulation. Lipomul I.V., like chyle, is a fine milk-white 
emulsion of fat. Its fat particles approximate those of chyle in size: about 
1/7 the diameter of the normal red blood cell. Because of this minute par- 
ticle size, like chyle, Lipomul LV. is non-irritating to the vein. The fat pro- 
vides 8 times more protein-sparing calories per cc. than does 5% glucose. 
It is swiftly and completely metabolized. Therefore, when formation of 
chyle, a major source of calories, is blocked during pre- and post-operative 
“digestive tract bypass”, many surgeons add Lipomul I.V. to their stand- 
ard fluid and electrolyte regimen to provide the most concentrated source 
of energy. 


tA—Mammalian chyle (magnified 2500X) 


B—Lipomul I.V. (magnified 2500X) ba 
arson IpPom 1 g & 


Cottonseed Oil 15% w/v Sedinaied Mail aaa 

rademark, Keg. U. 3. Fat, . 
Dextrose Anhydrous 4% w/v 
Lecithin .. .. L2% wiv 


Oxyethylene oxypropylene 
polymer .. +++ O8% wiv | Upjohn | 


Supplied in 250 cc. and 500 cc. bottles The Upjohn Company, Kalamazoo, Michigan 
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Major considerations in planning 
the central receiving and storage area 
of the hospital are what to store, how 
to store and where, according to the 
author. In this article, he discusses 
these facets of planning and designing 
central stores and its facilities to insure 
efficient operations. 





stocking or stock depletion, and 
(6) a more efficient distribution 
system can be put into operation. 

Before any decisions about size 
and location of the receiving, stor- 
age and distribution area can be 
made, it must be known what is to 
be stored, how it is to be stored 
and the quantity that is to be 
stored. These factors strongly in- 


PLANNING 
THE CENTRAL 
STORAGE AREA 


by W. R. WILLIAMS 


A GOOD case can be made for 
centralized receiving, storage 
and distribution in the hospital. 
Among the reasons are: (1) a 
more accurate record of inventory 
can be kept because one person is 
responsible for it; (2) a rotation 
pattern of use can be established, 
which permits using older items 
first; (3) a perpetual inventory 
system can be set up, which indi- 
cates departmental usage; (4) a 
physical inventory can be taken 
periodically of specific items; (5) 
an ordering system can be estab- 
lished, which will prevent over- 


W. R. Williams is hospital administrator, 
The Suburban Cook County Tuberculosis 
Sanitarium District, Hinsdale, Il. 
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fluence the design and location of 
the central receiving area and its 
facilities. 


GENERAL CONSIDERATIONS 


Ordinarily, in hospitals we think 
of the general stores operation in 
terms of supplies (nursing, clerical, 
housekeeping, etc.), staple, non- 
perishable foods and small equip- 
ment items. The question of cen- 
tralized storage of meats, produce 
and dairy products is largely in- 
fluenced by the volumes involved 
and the degree of control desired, 
as well as the efficiency, space and 
authority allocated to the dietary 
department. 

To be truly a central stores op- 


furchasing 


eration, such an operation must 
be under general administrative 
control rather than under the di- 
rect supervision of the various de- 
partments. In some hospitals, rou- 
tine maintenance parts, supplies 
and materials are under central 
stores management, although I be- 
lieve that this procedure can best 
be handled under a separate stores 
or tool crib arrangement, with the 
plant superintendent responsible 
for all aspects of stocking and 
control. 

Specialized equipment used by 
several departments can feasibly 
be located in the central stores 
area, Certainly an inside platform 
scale adjacent to the central stores 
area is needed, and the same scale 
can adequately serve the needs of 
all hospital departments. The in- 
clusion of sufficient space to ac- 
commodate a postage meter and 
postal scales is a wise forethought. 
The usefulness of a central du- 
plicating or printing function lo- 
cated in the storeroom area might 
be considered. Mimeograph, ditto 
and multigraph operations can be 
expensive and time-consuming if 
they are scattered throughout the 
hospital, but not intensively used 
in any one department. Since pa- 
per stocks lend themselves well 
to central storage, and since the 
storekeeper or his assistants make 
regular deliveries, incorporating 
the duplicating processes into the 
stores procedure is feasible. 

In all such general service func- 
tions, it is important to keep in 
mind that flexibility of personnel 
can do much to reduce unit costs 
and eliminate idle time. I would 
also recommend that reasonably 
high standards of competency be 
required of stores personnel and 
that the hospital pay enough to 
obtain and keep such employees. 


SPECIFIC DECISIONS 


Some decision about what to 
carry in central stores should be 
arrived at if the hospital is not to 
be plagued with the chore of plac- 
ing frequent orders for varying 
quantities of the same or similar 


61 





products. It is not hard to agree, 
particularly in new planning, on 
standards and specifications gov- 
erning the hundreds of commonly 
used items in a hospital. Decision 
must be made first about what 
types of dressings, tapes, cleaners, 
papers and staples the hospital 
will use. Next, decision must be 
made about multiplicity of use for 
stores stocking. 

A simple rule to follow is that 
any item regularly used by two or 
more departments will be carried 
in the stores inventory. As a word 
of caution, the higher the stand- 
ards and specifications on stores 
items are set, the greater will be 
their acceptance when a large 
number of users are involved. An- 
other acceptable criterion for gen- 
eral stores stocking is size; i.e., 
large bulk items for which no 
room is available in the using de- 
partment should be stored in the 
central receiving and storage area. 


STOCK CONTROL 


Having decided what to stock, 
the next consideration is how to 
control such stores stocks. The 
best control is a perpetual inven- 
tory arrangement, such as a vis- 
ible-edge-record card filing sys- 
tem. The perpetual inventory, of 
course, must be audited period- 
ically and must be verified by rou- 
tine physical counts as well. The 
actual postings to and from the 
inventory may be done by store- 
room or business office personnel 
with equal efficiency. There is 
some argument in favor of rigid 
theft control by doing postings 
outside the stores area, but ex- 
perience has shown that fewer 
posting errors occur if the clerical 
work is done at the stores site. A 
perpetual inventory system with 
established minimums and maxi- 
mums for each item makes for 
simplicity in quantity control and 
reordering. A continuing review 
should be made of minimum and 
maximum quantities. 

The costs of carrying stores in- 
ventories can be appreciable. If 
the hospital is to be located in an 
area which will insure ready ac- 
cess to and reasonably quick de- 
livery of the operating supplies 
needed, it may be prudent to let 
the distributor provide the ware- 
housing function, and to purchase 
for short-term needs only. 
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Inventories tie up hospital mon- 
ey, so if funds must be borrowed 
from time to time to finance op- 
erations, a close look should be 
given to any interest costs charge- 
able to stores inventory financing. 

The cost of space maintenance 
is important; this includes heat, 
light and special conditions. Loss 
of stores space to other depart- 
ments for their functions is a con- 
sideration. Insurance is another 
important carrying cost of stores 
inventories. Depreciation and ob- 
solescence can became a factor if 
stock is not closely supervised. 
Final considerations governing 
volumes of stores items are main- 
tenance of stores, handling and 
moving of materials, keeping rec- 
ords and protection of material. 
In industry, these costs frequently 
vary from 15 to 30 per cent of 
inventory value per year. 

Some thought should be given 
early to the operating costs of the 
central stores and receiving area. 
Does the hospital wish to budget 
for and absorb the costs of oper- 
ation under general administration, 
or is it desirable to distribute the 
costs over the using departments? 
Ordinarily, under either system, 
with a requisition procedure the 
using departments are charged 
with withdrawals. If it is desirable 
to recapture operating overhead, a 
small percentage price mark-up 
can be applied to all stores items 
as necessary; otherwise, stores 
issues may be priced at cost. A 
word of caution here: if the stores 
mark-up is such that it results in 
a delivered cost much in excess 
of direct departmental purchase 
costs, some opposition may arise 
from some cost-minded depart- 
ments. 


PROPERTY CONTROL 


Another element of the storage 


and receiving function is per- 
manent property or equipment 
control. Using the customary def- 
inition of expendable and non- 
expendable materials usually leads 
to a permanent identification record 
for those items of equipment of 
intrinsic value and relative long 
life expectancy. 

At our hospital, for example, 
any item costing $25 or more and 
expected to last two years or more 
must be numbered, assigned to 
departmental custody and identi- 


fied by an inventory card in a 
permanent property inventory file. 
The storeroom, as the central re- 
ceiving department, affixes the 
numbered decal, originates the in- 
ventory card and delivers the item 
to the responsible department. For 
the hospitals that wish to insti- 
tute such a control, thought might 
be given to placing this respon- 
sibility in the stores and receiving 
department. 

As the final item of interest per- 
taining to storage, provision should 
be made immediately for space to 
handle properly the inevitable, 
usable surplus equipment which 
seems to accumulate in all hos- 
pitals. This includes the extra or 
displaced beds, mattresses, chairs, 
tables, carts, lamps, etc., which 
become temporarily obsolete due 
to remodeling, changes of pro- 
cedures, whim or fancy. One does 
not like to dispose of this equip- 
ment, because he never knows 
when it may become useful. Con- 
sequently, a reasonable space 
should be provided for storing it 
and caring for it. A regular review 
of a hospital’s surplus inventory 
of equipment frequently obviates 
the need for an additional pur- 
chase. 


LOCATING CENTRAL STORES 


Having considered what we 
want to store, let’s look next at 
where, Obviously, the more central 
the storage area the better. Dis- 
tribution involves many more steps 
than receiving in a central stores 
operation. Receiving should not be 
a neglected step-child, however. 
Minimum dock and handling facil- 
ities should provide easy access by 
truck for both large and small 
items, Deliveries today are usually 
compressed into five days per 
week, and volumes can be large; 
therefore, space for two or more 
trucks to maneuver freely at the 
same time is a minimum. Parking 
areas should not be confused with 
truck delivery areas. 

In a multiple-story building, an 
ideal receiving location would be 
near the elevators. Ground level 
for this department is desirable, 
although hydraulic freight lifts 
can save valuable space and per- 
form efficiently in lowering ship- 
ments to basement levels. If ramps 
cannot be eliminated, they should 
be skid-proof and of low gradient. 
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ee # 1302—COLONIAL 
Administration MATTRESS PAD 


Modern, economical pads that out- = = 
wear ordinary pads — no seams, no 
stitching, no filler to lump. All new 
go further woven bleached cotton. No width 
: shrinkage. Sizes: 17 x 18 or 26 x 34. 
with these 12 dozen to carton, 1 dozen to 
package. Sizes 38 x 72 or 38 x 76 or 
fine products 52x 76. 3 dozen to carton, half 
dozen to package. Sizes: 38 x 76 or 
52x 76. Individual polyethylene 

wrapped. 

#1304—FITTED MATTRESS PAD 
Single, double sizes. 36 to carton. 


dollars 





#1300—NAPLITE COTTON BLANKETS 
A soft long wearing light weight blanket 
especially made for hospitals. Provided is 
a light cover, warm sheet and ether blanket. 
Gently napped, tightly woven cotton with 

Look no further than Bates when your bed making whipped he iach 

needs (and your patients’ comfort!) are the order 

of the day. Blanket or pad, bedsheet or bedspread, 

in fact just about everything that goes on a bed, 

is better of it’s by Bates. Our products are woven 

of only finest cotton fibers with a skill and care 

that comes of long years of unequalled manufac- 

turing experience and know-how. 


Bates Fabrics, Inc., 112 West 34th St., New York 1. 


# 200—BATES 
WHITE RIPPLETTE, 
the woven cotton wonder 
with the permanent 
crinkle that won't wash 
out. The number | bed- 
spread in use today in 
major hospitals. All cot- 
ton, preshrunk, laundered 
finish, ready to use in 
bleached white only. 
Sizes: 63x90 63 x 99 
63 x 108 72x 90* 72x 99* 
72x 108* 81 x 90 81 x 99* 
81x 108* 90x 100 
90 x 108* 
* Also available in colors. 
Packing: 96 to a case, 
48 to a half case. Bulk 
put up: Polyethylene 
wrapped, 6 to a bundle. 


‘ ‘ RRA wi 


—_ 


Bates Fabric Inc., 112 W. 34th St., N.Y. 1 
DEAR MR. BLACK 


| am very interested in your new group of institutional products 
Please send me Swatch Cards for— 


Cotton Blankets [) Mattress Pads L) White Ripplette 
C) Piping Rock (C) Name of nearest Botes distributor 


Name of Hospital 





Address 





City 





By_ 








“Thank you 
Mr. Sapienza” 
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paintaiD shnese 
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If the hospital has a pneumatic 
tube system, by all means a station 
should be installed in the store- 
room; also, a mail drop to the 
storeroom helps a great deal if 
central mailing has been proposed. 

STOREROOM FACILITIES 


Coming to the matter of how to 
store, a single-compartment store- 
room is most desirable, even 
though it may be very large. 
Stocks can be arranged by classi- 
fication and frequency of use to 
provide for rapid stocking and 
withdrawal. Ample aisle space to 
permit use of trucks at all times 
should be in the original plan, and 
should be kept there. Multiple 
rooms may be a necessity, how- 
ever, in older or expanding insti- 
tutions. In such cases, segregation 
of stores into types or classifica- 
tions, such as paper products, 
nursing supplies, foods, janitorial 
supplies, etc., is essential to an 
orderly operation. 

Special situations must be 
planned for, too. A requirement 
of the Internal Revenue Service 
in respect to tax-free alcohol stor- 
age, for example, calls for a locked 
room within a locked room. If bulk 
alcohol is designated as a stores 
item, this cubicle is required. Such 
an inner chamber can also come 
in handy as the storage place for 
small, high-cost items, which are 
easy to carry out, such as hypo- 
dermic needles, silverware, bulk 
drug stocks, etc. 

A large open area near the 
front of any storeroom is ideal for 
the unloading of shipments, and 
for inspecting and counting them 
before delivering merchandise to 
the using departments or placing 
it in stock. Such an area also 
serves as an unpacking and as- 
sembly station for many items of 
equipment prior to further dis- 
tribution. The storekeeper must 
remember, however, that this area 
is a temporary-use area, which 
must always be quickly cleared. 
Integrity of this area must be in- 
sured, so a dutch door or service 
counter can be installed to reduce 
unauthorized traffic. 

Whether to store on pallets, 
floor or shelves or in bins must 
be considered. Possibly a combina- 
tion of these methods will prove 
best. The room available and the 
volume of materials will deter- 
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mine this. Such equipment as 
stackers, high lifts and cranes 
usually are not necessary in hos- 
pitals; it is better to control ceil- 
ing and shelf height to permit 
reaching items from the floor. This 
avoids the possible time loss and 
accident exposure occasioned by 
the use of ladders in the store- 
room. The use of small portable 
roller conveyors can save backs 
and steps in many storage oper- 
ations, particularly when canned 
foods are handled. Shelves and 
bins should at all times be firmly 
attached to walls, or if free stand- 
ing, they should be balanced and 
strengthened to prevent tipping. 
The central stores area should 
be provided with sprinkler pro- 
tection; most insurance company 
rules and building codes so dictate. 
The interior finish employed should 
permit minimum cleaning and 
maintenance. The minimum in- 
terior finish should include at 
least two coats of paint, and every 
effort should be made to eliminate 
from the stores area such items 
as gas meters, switch boxes, sump 
pumps and sewer rod-outs. These 
items, although absolutely neces- 
sary to a building, pose problems 
of floor spacing and accessibility 
both to the storekeeper and the 
maintenance department. 


LIGHTING AND CLEANING 


Storeroom lighting, of course, is 
important throughout, It should be 
particularly well planned for the 
areas where clerical work, postal 
metering and mimeographing take 
place. Since the storekeeper is re- 
sponsible for the permanent cus- 
tody, as well as the temporary 
handling, of some of the hospital’s 
important documents, he should 
be given sufficient office room, 
desks, files and other equipment 
to do the job. 

Housekeeping and ease of clean- 
ing in a storeroom is important. 
Metal shelves are preferable to 
wood, and shelves, bins, racks, etc., 
should be far enough off the floor 
to permit easy sweeping. Insect 
and pest control is important, par- 
ticularly when the storage of 
broken or whole grains is involved. 

The temperature of a storage 
area is important; a range of 75° 
to 80° F. is desirable. Rubber 
goods, such as gloves, tapes and 

(Continued on page 103) 





Comes in 3-section 
or 4-section models 
with Y2"" or %"' 
tubular frames. 


SO LIGHT | 


SO STURDY! 
Low cCosT! 


Easy to handle! 
Folds to 3-inches 
for compact storage. 
Beautiful, aluminum 
frame, anodized for 
life-time finish. 
Handsome vinyl panels 
in pastel tones of green, 
blue, rose or white. 


Circus motif for nurseries. 


Write for swatch cards and prices 


al tal =f OF ©) 
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HENDERSONVILLE, N. C. 





eguipiment and sufity review 


Automatic pipette (19E-1) 

Manufacturer's description: Based on an 
entirely different design, this pip- 
ette operates via a piston pushing 
a fluid fed into an enclosed cyl- 
inder from a stock bottle. The re- 
sistant plastic piston and piston 
chamber are precalibrated so that 
each time the piston traverses the 
chamber, a_ specific and exact 
amount of fluid is dispensed. Each 
pipette is calibrated for a specific 
volume and is available in sizes 
from one to 50 ml. at any desired 





fractional increment. Schuco Sci- 
entific, Div. of Schueler & Co., 
Dept. H19, 75 Cliff St., New York 
38. 


Self-dispensing cup (19E-2) 

Manufacturer's description: Essentially, 
this self-dispensing cup is a 
plastic, cup-like container, over 
which locks a shallower cup-like 


lid. When the lid is removed from 
the container, it pressure-fits be- 
neath the container, forming the 
base of the ready-to-use cup. The 
cup can be used for serving ice 
cream, shrimp, custards, puddings, 
or cake toppings. Gilbert Plastics, 
Inc., Dept. H19, 10 Boright Ave., 
Kenilworth, NJ. 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Hydraulic bath lift (19E-3) 

Manufacturer's description: The unit 
consists of a vertical chrome- 
plated brass cylinder, a stainless 
steel piston rod moving up and 
down in the cylinder, a rubber 
chair with plastic back support 
connected to the rod, two chrome- 
plated cocks and a hand wheel for 
operation, The hydraulic system is 
connected to the water lines by a 
Y%-in. pipe. When the lefthand 
cock is opened, the lift goes up; 
when it is closed and the right- 
hand cock is opened, the lift goes 
down. Safety features include the 





> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 





PRODUCT NEWS 


Automatic pipette (19E-1) 
Self-dispensing cup (19E-2) 
Hydraulic bath lift (19E-3) 
Disposable douche (19E-4) 
_Disposable washcloth (19E-5) 


PRODUCT LITERATURE 


-Hospital autopsy rooms (19EL-1) 
_Antistatic agents for blankets 
(19EL-2) 

—_____Intermittent peritoneal dialysis 
(19EL-3) 

Surgical furniture (19EL-4) 
_Audio-visual system (19EL-5) 


oS Ee 


HOSPITAL __ 


SRE Re 2 EE en 


(Please type or print in pencil) 
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Adjustable height tables (19E-6) 
Steel uprights (19E-7) 

High speed dental unit (19E-8) 
Hair washer (19E-9) 
_Two-way radio (19E-10) 


_Cement flooring materials (1 7EL-6) 
Visitors’ information pamphlet 
(19EL-7) 

_Guide to spices (19EL-8) 

_Safety enclosures (19EL-9) 

_Maintenance manual (19EL-10) 
Uniforms (19EL-11) 














provision that should the hydrau- 
lic pressure fail while the lift is in 
use, the movement is automat- 
ically stopped by the water in 
the pressure cylinder. Netherlands 
Trade Commission, Dept. H19, 551 
Fifth Ave., New York City. 


Disposable douche (19E-4) 

Manufacturer's description: This dispos- 
able douche container helps elimi- 
nate the danger of cross-infec- 
tions and gives a more effective 
douche than previous methods. 
The douche container is made of a 
plastic material and consists of an 
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Announcing Major Advances in Swift's 


“ANTI-CROSS 
_— INFECTION PROGRAM” 


f Swift's ‘‘Anti-Cross Infection Program” was developed to combat 
a wide spectrum of bacteria including Staphylococcus aureus in 
three specific “danger” areas in the hospital. Three products 
implement the program: 


Cuir of K CiCtrpe f ENSTAPH ... a group of complete germicidal laundry compounds. 
“ NEW STANDARDS | LEXARD .. . germicidal bar, liquid and liquid concentrate soap 

IN RESIDUAL for personal wash, 

SANITATION HERCULES KB... a completely reformulated liquid detergent 
concentrate plus a powerful germicide for general cleaning—found to 
be effective against a wide spectrum of bacteria. 

Now Swift & Company announces two new developments 
in ENSTAPH to improve further the effectiveness of its Anti-Cross 


Infection Program. 


ENSTAPH anti-bacterial activity has been 
reformulated and now covers a broader spectrum 


Continuing tests of Enstaph washed fabrics demonstrate a 
broader spectrum of anti-bacterial activity than originally 
claimed. The Contact Plate Test (ask for Bulletin No. 22) and 
The Filtered Cell Test (ask for Bulletin No. 51) both show 
effectiveness against Staphylococcus aureus. The filtered cell test 
also demonstrates that Enstaph washed fabric is effective 
against beta hemolytic streptococci and salmonellae (including 
Salmonella typhosa). 

In addition, the anti-bacterial system in Enstaph is capable of 
inhibiting Escherichia coli, Pseudomonas aeruginosa, Proteus, 
Aerobacter aerogenes, Alcaligenes and a wide variety of fungi. 
However, no extensive tests have been conducted on these 
organisms. 

The key to Enstaph’s effectiveness is that its anti-bacterial 
agents are water insoluble, yet completely water dispersible with 
the unusual property of being substantive to fabric. The 
anti-bacterial system remains stable during dry storage of the 
fabrics. Subsequent moisturing of the Enstaph washed fabrics 
brings the anti-bacterial activity into play. 


ENSTAPH now available in three forms 
to meet specific hospital requirements 

ENSTAPH~— is a completely built soap. This product contains 
all necessary alkalies, soap, brighteners, and anti-bacterial 
agents. It may be added dry to the wash wheel or used in liquid 
systems. 
ENSTAPH H.D.—is a completely built synthetic detergent, 
with the blend of anti-bacterial agents, for use where soft water 
is not available. 
ENSTAPH C.W.—is compounded with carefully selected 
builders and low titer soaps for gentle but effective mild 
temperature washing. It is especially effective in laundering 
woolen blankets. 

In any form, Enstaph is ready for use—the anti-bacterial 
system is built in. It is economical because there is only the 
one compound to buy, no costly additives are required. 


Your nearby Swift Soap Representative will be pleased to give 

you further information, or write for the following reports: 

“* Suggested Wash Room Formulas,’ “‘ Bacteriological Test Methods’’ 
and “‘ Laboratory Results on Fabric Washed in Enstaph, Sent 


in by Hospitals.” 
105 YEAR SWIFT & COMPANY - SOAP DEPARTMENT 
76 Sewe You Belibe 4115 Packers Ave. : Chicago 9, Illinois $-75 
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Yulea~ limervtcarnt 
Alder 


ICE DISPENSING 
MACHINES 


HELP CURB 
STAPH 
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MAKESeSTORES® DISPEINSES 


Minimized human handling of ice sub- 
stantially reduces the possibility of con- 
tamination. ‘Scoop and shovel" meth- 
ods of ice handling and unauthorized 
storage of contaminating objects are 
eliminated. Ice cubes or ‘“‘tips’’ are 
frozen under water, stored in sealed 
compartment and automatically dis- 
pensed as needed by push button con- 
trol into a hospital clean container. At 
the same time ice handling costs are 
reduced with elimination of melting 
losses and savings in labor. Staff time 
is freed for more valuable functions. 


A Yaler Cnerionn 


843 4th ST., BELOIT, WISCONSIN 














8-oz. bottle to which is attached a 
' contour vulvar shield and applica- 

tor. The apparatus is fitted with a 
| one-way valve which prevents 
back flow of the solution. The 
instrument is simple to use, causes 
no discomfort and can be used 
with a solution prescribed by a 
physician or with the premeasured 
powder available for the douche. 
Emanem Laboratories, Inc. Dept. 
H19, 739 E. 87th Pl., Chicago 19. 


Disposable washcloth (19E-5) 

Manufacturer's description: The use of 
these disposable washcloths for 
patients’ daily baths and clean- 
ing can help eliminate washcloth 
laundry, handling and_ possible 


cross-contamination. The wash- 
cloths are made of a soft, absorb- 
ent, nonwoven fabric that has the 
feel and bulk of cloth. A porous 
construction gives proper cleans- 
ing action and super rapid drying 
which prevents “souring”. John- 
son & Johnson Hospital Division, 
Dept. H19, New Brunswick, N.J. 





Adjustable height tables (19E-6) 
This table 
| has proved of value to the sick, 

convalescents and the handicapped. 
| Individually handmade of native 

Ozark Mountain basswood, the ta- 
| ble pulls up astride any chair, 


| wheel chair or bed. The top can 


| Manufacturer's description: 


be set at five different heights and 
can be slanted at any angle from 
horizontal to vertical. The front 
half of the top is hinged and be- 
comes a book support; the table 
becomes a convenient place to eat 
on; is an excellent writing desk, 
and is perfect for playing cards or 
working at any hobby. It is avail- 
able in a standard size for use 
with chairs or wheel chairs, in a 


twin-bed size and in an overbed 
size for hospital beds. Browns- 
wood Craftsmen, Dept. H19, Gra- 
vette, Ark. 


Steel uprights (19E-7) 

Manufacturer's description: A low cost, 
flexible and practical method to 
build and install shelving for stor- 
age in hospitals is offered by these 
adjustable steel uprights. Using 
the same type of steel as is used in 
railroad tracks, the uprights are 
able to support easily the weight 
loads required in the storage of 
canned and bottled goods, paper, 
tools, etc. The shelf brackets can be 
adjusted up or down at 34-in. in- 
tervals, and feature a design which 
allows shelving units to be easily 


igo ge 
i ee 
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joined for continuous shelves. All 
screw and bolt holes are die-cut 
and shelf brackets are preposi- 
tioned and attached ready for use. 
S. A. Hirsh Mfg. Co., Dept. H19, 
8051 Central Park Ave., Skokie, 
Ill. 


High speed dental unit (19E-8) 

Manufacturer's description: The unit is 
self-contained in a stainless steel 
mobile cabinet, which houses the 
compressor and tank. The control 
unit is of stainless steel, compact 
and can be detached for steriliza- 
tion. Hospital-type casters enable 
the unit to be pushed quickly and 





silently from room to room. The 
surgical air turbine unit can be 
equipped with either the contra- 
angle handpiece, or a_ straight 
handle, right angle head handpiece 
primarily designed for oral sur- 
gery. Speed of the handpieces will 
attain 300,000 r.p.m. The Weber 
Dental Mfg. Co., Dept. H19, Can- 
ton 5, Ohio. 


Hair washer (19E-9) 

Manufacturer's description: This plastic 
device fits comfortably under a 
patient’s head and reduces the 
trouble of washing a_ bedridden 
patient’s hair. The device prevents 
suds or water from soiling the 
bed. Adequate quantities of water 
may be used because the water 
drains off to a convenient bucket 
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WHICH CULTURE 
COULD BE TAKEN 
FROM YOUR COILS? 


Three cultures above were taken from the condensed water 
on the refrigeration coils of a hospital air conditioning sys- 
tem. The fourth (lower right) was taken from the Kathene® 
solution in a Kathabar® unit protecting a vital area in the 
same hospital. 

If you culture the exposed water in the air conditioning 
system for surgery, nurseries, and other critical areas in your 
hospital, you may find compelling reasons for looking into 
the protection offered by Kathabar air conditioning. 


SURFACE COMBUSTION 
Division of Midland-Ross Corporation CER 


2388 Dorr St., Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 








or receptacle set at the side of the 
bed. Physicians have found the 
rinser useful for dressing head in- 
juries and for ear irrigations be- 
cause it keeps medications off the 
bed. R. D. Grant Co., Dept. H19, 
761 Hippodrome Bldg., Cleveland 
15. 


Two-way radio (19E-10) 

Manufacturer's This two- 
way miniature radio actually fits 
into a pocket and will broadcast 
and receive at distances up to one 
mile in the Citizens Broadcast 
Band. No license of any kind is 
required to operate it. The tran- 
sistorized radio has a built-in bat- 


description: 








tery that may be recharged and 
will last up to one year with- 
out replacement. Microphone and 
speaker are built in and a retrac- 
table antenna may be extended for 
broadcasting. Globe Electronics, 
Dept. H19, 22-30 South 34th St., 
Council Bluffs, Iowa. 
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Hoduct literature 


SEE COUPON, PAGE 66 


Hospital autopsy rooms (19EL-1)— 
A fully professional service in 
planning and equipping an autop- 
sy-mortuary room is described in 
this four-page folder. American 
Sterilizer Co., Dept. HL19, Erie, Pa. 


Antistatic agents for blankets (19EL- 
2)—A processing bulletin offers 
directions for the renewal of static 
protection for blankets made of 
acrylic fiber, which may be applied 
during laundering. The bulletin 
lists a series of proven commercial 
products and includes a detailed 
procedure stating the proper meth- 
od of application. The Chem- 
strand Corp., Applications Re- 
search and Services Dept. HL19, 
Decatur, Ala. 


Intermittent peritoneal dialysis 
(19EL-3)—An illustrated bro- 
chure describing advantages found 
in using these dialyzing solutions 
and disposable equipment for in- 
termittent peritoneal dialysis. The 
step-by-step description covers 
treating acute renal failure, bar- 
biturate poisoning, hepatic coma, 
etc. Cutter Laboratories, Dept. 
HL19, Fourth & Parker Sts., Berk- 
eley 10, Calif. 


Surgical (19EL-4)—An 
entire line of surgical furniture is 
illustrated and described in the 
first section of this three-part cata- 
logue. The second section is de- 
voted to suggested layouts for the 
major operating room, minor oper- 
ating room, emergency room and 
other areas requiring surgical 
furniture. The third section pro- 
vides the design specifications for 
each item. Ohio Chemical and 
Surgical Equipment Co., Adv. 
Dept. HL19, 1400 East Washington, 
Madison 10, Wis. 


furniture 


Audio-visual system (19EL-5)—This 
folder describes an automatic 
audio-visual, nurse-patient com- 
munication system that is transis- 
torized for longer life and lower 
maintenance. S. H. Couch Co., Inc., 
Dept. HL19, 3 Arlington St., North 
Quincy, Mass. 


Cement flooring materials (19EL-6) 


Oxychloride cement flooring ma- 
terials are described in this illus- 
trated catalogue. Descriptions of 
oxychloride terrazzo, plastic mag- 
nesia, underlayment and cupric 
oxychloride composition flooring 
are included, along with a listing 
of typical installations and short 
form specifications. The Marbleloid 
Corp., Dept. HL19, 2040 88th St., 
North Bergen, N.J. 


Visitors’ information pamphlet 
(19EL-7)—This pocket-sized, one- 
color folder, personalized with the 
hospital’s name on the front cover, 
permits a hospital to describe its 
services and facilities to visitors. 
E. B. Rossman Associates, Dept. 
HL19, 17621 James Couzens, De- 
troit 35. 


Guide to spices (19EL-8)—Prepared 
expressly for the quantity-feeding 
field, this 16-page bulletin de- 
scribes in detail 50 different spices, 
herbs and dehydrated vegetable 
seasonings, indicating forms in 
which they are available as well 


as suggesting many uses. American 
Spice Trade Assoc., Institutional 
Dept. HL19, New York 1. 


Safety enclosures (19EL-9)—Glove, 
vacuum and dry boxes and con- 
trolled atmosphere systems for re- 
search purposes are described in 
this safety enclosure catalogue. 
Kewaunee Scientific Equipment, 
Dept. HL19, 4047 Logan St., Adrian, 
Mich. 


Maintenance (19EL-10)— 
Information on the care of floors 
and on other housekeeping and 
maintenance chores are published 
in this manual. A chart explains 
characteristics of 12 different floor 
surfaces and provides a step-by- 
step procedure for cleaning and 
finishing floors. Ask for “Building 
Maintenance Manual’. S. C. John- 
son & Son, Inc., Dept. HL19, Serv- 
ice Products Div., Racine, Wis. 


manual 


Uniforms (19EL-11)—Forty pages 
of uniforms are illustrated in this 
catalogue. Ordering instructions 
and price list are included. Shane 
Uniform Co., Inc., Dept. HL19, 
Evansville, Ind. 
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GERMA-MEDICA, LEAVES HANDS SURGICALLY CLEAN 


WITH HEXACHLOROPHENE 


WITHOUT THAT "“DRIED-OUT” FEELING... 


Germa-Medica Liquid Surgical Soap 
with Hexachlorophene has had a long 
history of being the favored surgical 
soap for the surgeons’ prep in many 
hospitals. It not only cleans hands to 
a degree approaching sterility, with 
routine, regular use, but it also helps 
keep hands smooth and soft. Germa- 
Medica includes imported olive oil 
and other oils which increase its 


emollient effect on the skin. 

Germa-Medica with Hexachloro- 
phene is low cost and mild... making 
it an ideal antiseptic soap for use at 
all hospital stations. 

A special preservative in Germa- 
Medica is highly active against all 
kinds of bacteria, including Gram 
negative microorganisms. This pre- 
servative protects Germa-Medica 


Where research leads to better products... 


against contamination that can result 
in handling, from the shipping con- 
tainers to the dispenser jars, with a 
wide margin of safety. See our rep- 
resentative, the Man Behind the 
Huntington Drum, for full details and 
send for the Germa-Medica Liquid 
Surgical Soap with Hexachlorophene 
Research Bulletin to get annotated 
test results. 


HUNTINGTON @®> LABORATORIES «© HUNTINGTON, INDIANA « Philadelphia 35, Pennsylvania + In Canada; Toronto 2, Ontario 





Teed service and dioteties 





The authors describe in detail the 
advance planning and results of the 
Georgia training program for food 
service supervisors as well as the spe- 
cifics of the curriculum and the in- 
service training period. 





YP\HE SHORTAGE of qualified hos- 

l pital dietitians throughout the 
country is a well recognized prob- 
lem. This article presents the re- 
sults of a demonstration program 
developed in Georgia to train 
qualified, mature persons to serve 
as food service supervisors in 
smaller hospitals and thereby help 
to alleviate this critical shortage 
of hospital dietitians. As a result 
of this program, 38 smaller hospi- 
tals in Georgia and nearby states 
now have trained food service 
supervisors. Nineteen of the course 
graduates are now serving as 
members of food service staffs in 
several of the larger hospitals in 
Georgia and other states. Two are 
employed in nursing homes. 

The food service supervisor 
training program was conducted 
under the direction of the Georgia 
Department of Public Health. It 
was financed from 1956 to 1960 
by funds from the U.S. Public 
Health Service Grant W-3 (Hos- 
pital and Medical Facilities Con- 
struction Program Annual Appro- 
priation). The formal course of 
training for the first three classes 
was conducted at the Georgia State 
College of Business Administra- 
tion, Atlanta. A _ professionally 
qualified dietitian organized and 
developed the program, and served 
as course coordinator during the 
first 18 months. After the coordin- 
ator accepted a hospital assign- 
ment, the program was supervised 
by the dietary consultant for the 
Division of Hospital Services, 
Georgia Department of Public 
Health, until another full-time 


Nell Wier is chief dietitian at Battey 
State Hospital, Rome, Ga. Miss Wier 
served as course coordinator for the 
Georgia food service supervisors’ training 
program from July 1958 through March 
1960. R. C. Williams, M.D., is public health 
research coordinator, Georgia Department 
of Public Health, Atlanta. During the first 
three years that the course was conducted 
Doctor Williams was director of the 
Division of Hospital Services, Georgia De- 
partment of Public Health. 





STUDENT in the Georgia program for food service supervisors confers 
with a young patient at time of discharge while a dietitian observes. 


FOOD SERVICE 
SUPERVISOR TRAINING 


— evaluation of a state sponsored program 


by NELL WIER and R. C. WILLIAMS, M.D. 


INSTRUCTOR in the Georgia training program for food service super- 
visors shows a student the techniques of diet office routine. 


CLASS of students in the Georgia program for food service supervisors 
listen intently to a lecture on menu planning. 





portion 


planning’s 


SO easy 


with KRAFT’S INSTANT POTATOES! 


Whether you need 150 portions for the meal-period, or only 10 to avoid run-out, 
Kraft’s new Instant Potatoes are definitely your answer! 

Dietitians, distinguished chefs and thousands of cooks have quickly gone from 
a trial case to a regular order basis. No wonder. For only 2¢ a portion (3-o0z.), they 
can serve Kraft Instant Potatoes—fluffy mashed potatoes with the flavor—color— 
taste and texture of high-quality fresh Idahos. 

“Now anyone,” a food manager happily remarked, “can pre- 
pare mashed potatoes in a couple of minutes.’ One No. 10 (6-lb.) 
can of Kraft Instant Potatoes makes at least 150 3-oz. serv- 
ings—without KP duty and perishable potato problems. They 
hold up beautifully on the steamtable. 

There’s a dramatic difference between Kraft Instant Potatoes 
and others. They’re so excellent, and so economical and effort- 
less to use, you can depend on them exclusively for all your 
mashed potato requirements. For sample packet, or trial order, 
see your Kraft man. 


» SO easy to 
ints, give this 
‘as do country 
feal cutlet and 





Kraft naturals add 
patron-appeal to 


CHEESE 


ENTREES 


Cheese entrees are especially profitable to 
serve! Operators’ cost-sales records confirm 
this fact. Patron preference runs high, food 
cost low, for these items. 

Especially when one of Kraft’s many fine 
natural cheeses—domestic or imported—is used 
in the recipe. The most famous names in cheese 
are Kraft brands. Add their flavor to your 
dishes. This makes a favorable difference in 
taste . . . and in food sales. 


Friday’s Delight 


mers will vouch, this salmon casserole offers appetizing 
ng any ol’ time. For 24 %-cup casseroles 
1. Liquid Kraft Instant Whole Milk 1% ats. 
Kraft Loaf Cream Cheese .2 Ibs. 
Garlic salt ; 2 tsp. 
Salt . a 1% tsp. 
Cooked or canned salmon, flaked 1 Ib. 8 oz. 
. Noodles vase 1 Ib. 8 oz. 
Kraft Shredded Parmesan Cheese 1% cups 
Kraft Pitted Ripe Olives, chopped — 


. Combine all ingredients, except salmon. Heat over boiling 
water, stirring with a wire whip until smooth. Add salmon. 

. Drain cooked noodles and combine with sauce. Pour % cup in 
individual casseroles. Sprinkle with 1 Tbsp. Parmesan cheese 


and several pieces of ripe olive. Heat in 350° oven 10 min. 


Deviled Eggs and Cheese Sauce 


This savory dish is equally good for “the carriage trade"’ or for cafe- 


teria service. Recipe is for 24 servings. 


41. Kraft Margarine .. - ais ads : (% cup) 6 oz. 
Flour ; : ; (%cup) 3 oz. 
Dry Mustard , . 1% tbsp. 
Liquid Kraft Instant Whole Milk ee ; 1% ats. 


2. Kraft Sharp Cheddar Cheese, shredded 1 Ib. 12 oz. 
Kraft Pasteurized Process American Cheese, 
cubed or shredded 
Cayenne 
Worcestershire sauce 


1 Ib. 4 oz. 
% tsp. 
2 tbsp. 


Melt margarine. Blend in the flour and mustard. Gradually add the 
milk, stirring constantly, and cook until smooth and thickened. 

. Add the remaining ingredients, stirring until the cheese is melted. 
Serve over Deviled Eggs on Toast, with % cup hot cheese sauce. 


Kraft... for good food and good food ideas 





course coordinator was appointed. 


PRELIMINARY PROGRAMING 


An advisory committee was es- 
tablished to formulate policies and 
plans for the training program. 
The committee was made up of 12 
persons: three dietary consultants, 
a hospital administrator, the direc- 
tor of a university food service, an 
assistant school lunch supervisor, 
a teaching dietitian for student 
nurses, the area chief of the die- 
tetic service for the Veterans Ad- 
ministration, a nutrition instructor, 
the president of the Georgia Die- 
tetic Association, the director of 
the Division of Hospital Services, 
Georgia Department of Public 
Health, and the course coordinator. 

Recruitment efforts were begun 
by mailing copies of the course 
brochure, together with a mimeo- 
graphed note of explanation and a 
“request for information” leaflet, 
to hospital administrators in Geor- 
gia, South Carolina, Tennessee, 
Alabama, Mississippi, Florida, 
North Carolina, Arkansas, Ken- 
tucky and Louisiana. A member 
of the advisory committee attended 
the meetings of five area hospital 
councils in Georgia to discuss the 
proposed training program. 

A release explaining the pro- 
gram was also prepared and dis- 
tributed to all daily and weekly 
newspapers in Georgia. A special 
feature story was prepared for 
the Sunday editions of the Atlanta 
daily newspapers. Approximately 
100 inquiries were received. Ap- 
plication blanks were forwarded 
promptly, and 40 applications were 
received. Each applicant as well 
as those for subsequent classes, 
was personally interviewed by a 
member of the advisory commit- 
tee to determine interest and fit- 
ness. 

Admission to the training pro- 
gram was granted for the most 
part to mature women with a high 
school education or its equivalent. 
Experience and capacity were 
weighed carefully when the appli- 
cant was not a high school gradu- 
ate. Preference was also given to 
persons who have had experience 
in some phase of hospital or nurs- 
ing home work or who were at 
the time employed in a hospital 
or nursing home. However, each 
case was handled on its own mer- 
its, taking into consideration the 
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student's interest, background, ma- 
turity, experience in hospital or 
related work, and future plans. A 
health certificate was required be- 
fore the applicant was accepted for 
the training program. The advi- 
sory committee then held several 
meetings to screen and select the 
students for the various classes. 


FIRST CLASS 


Classroom instruction for the 
first class of 12 students was begun 
in September 1956. Classes were 
held from 5:15 p.m. to 9:25 p.m. 
on Monday, Wednesday, and Fri- 
day for 24 weeks. During this 
period in daytime the students 
were employed full-time in an in- 
service training program in At- 
lanta hospitals. For this work they 
received compensation in cash and 
in kind. These students were under 
the supervision of professionally 
qualified dietitians while employed 
at these hospitals. Thus, the stu- 
dents’ classroom work and their 
employment at the hospitals were 
closely coordinated. 

Nine students completed the first 
course and received certificates in 
food service supervision at Georgia 
State College of Business Admin- 
istration in August 1957. 


SECOND CLASS 


When a second class of seven 
students began instruction in Sep- 
tember 1957, it became evident 
that students could not be em- 
ployed full-time, attend classes 
three evenings each week and still 
do acceptable classroom work. For 
this reason, the night classes were 
discontinued and the new classes 
were held from 8 a.m. to 5 p.m. 
five days a week. Classroom work 
was completed in 12 weeks. The 
classroom work was followed by 
six months of practical experience 
in several of Atlanta’s larger hos- 
pitals and two months in selected 
smaller hospitals throughout Geor- 
gia. In each of these hospitals the 
student’s work was supervised by 
a dietitian. A follow-up program 
conducted by the course coordina- 
tor consisted of periodic visits to 
each of the students during his 
hospital affiliation. 


PROGRAM IN REVIEW 


Originally it was expected that 
20 students would be enrolled in 
each class. Because of the small 





Store and serve hot food 


ON 


with mobile 


Thowmilainer 


The Type HB-3 Thermotainer is a complete 
serving line on wheels. It provides 3 steam 
table wells for standard 12” x 20” pans. 
It is equipped with a plate storage shelf 
and 2 big Thermotainer compartments — for 
six 12 x 20° x 2” pans of various prepared 
hot foods. 


Type HB-3 easily rolls through all standard 
doors on big rubber-tired wheels. Beauti- 
fully designed so you can use it anywhere 
—buffet and banquet service, outdoor and 
pool-side—wherever hot food service is a 
problem because of location. 


Thermotainer’s many exclusive, proven fea- 
tures are your guarantee that food will be 
kept hot and delicious until the moment of 
serving. 


Only Thermotainer gives you compartment 
design, channeled heat for uniform com- 
partment temperature and humidity, NSF 
and UL approved construction, shelf-type 
doors and thermostat control, to mention 
only a few. 


Get full details and information on 3 Type 
HB units and on more than 77 other Ther- 
motainers. Write for new catalog. 


Sold only through avu- 
thorized Thermotainer 
dealers. 


FRANKLIN PRODUCTS CORP. 


400 W. Madison Street Chicago 6, Ill. 





enrollment during the first two 
years, the committee tried to as- 
certain why more hospitals were 
not sending members of their food 
service staffs to the course. After 
extensive discussions with many 
hospital administrators and trus- 
tees in Georgia, the following facts 
were made clear: 

1. The average hospital in Geor- 
gia of 100 beds or less cannot sub- 
sidize a member of its food service 
staff away from the hospital for 
a period of approximately 11 
months. 


2. The average person interested 
in food service work in Georgia’s 
hospitals and those in adjoining 
states cannot finance attendance at 
an 1l-month course away from 
home. 

It was obvious, therefore, that 
if this training course was to serve 
its purpose of preparing food serv- 
ice supervisors for smaller hospi- 
tals or to provide special training 
for those employed in smaller hos- 
pitals, the method of instruction 
had to be revised. After numerous 
private conferences and group dis- 





























are the best kind 


USE HOSPITALS’ SELECTIVE MENU SHEETS 


840 North Lake Shore Drive, Chicago 11 


$10 for 1000 
$45 for 5000 
$80 for 10,000 


now available in 
packets of 1000. 


AMERICAN 
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cussions with Georgia administra- 
tors, the training program was re- 
vised as follows: 

1. Classroom work was reduced 
to three months. Many of the hos- 
pitals reported that they could 
grant leave and subsidize a mem- 
ber of their food service staff only 
for this period. 

2. The trainees returned to their 
hospitals or went to hospitals that 
had been specially selected for 
them (if they were not previously 
employed) for additional experi- 
ence under supervision. These stu- 
dents were visited periodically by 
the course coordinator to insure 
that the inservice training was 
progressing satisfactorily. 

3. A certificate was granted to 
students who had = successfully 
completed the classroom work and 
who had satisfactorily finished 
three months of supervised ex- 
perience. 

THIRD CLASS 


As a result of this change in 
length of the training program, 22 
students were selected for the 
third class in September 1958. 
Sixteen students completed the 
course and were awarded certifi- 
cates in April 1959. 

A fourth class of 15 students 
began instruction in March 1959, 
and 13 of these students received 
certificates in October 1959. Be- 
cause of technical difficulties re- 
lating to classroom facilities the 
instruction was transferred to the 
Emory University campus for the 
fourth and fifth classes. The fifth 
and final class of 15 students re- 
ceived certificates in March 1960. 

The curriculum was planned to 
cover every phase of hospital die- 
tary management. The 360 hours 
of classroom teaching were divided 
into nine major areas (see chart, 
p. 78). Classes were held six hours 
a day, five days a week for 12 
weeks. 

The faculty included the course 
coordinator and five experienced 
instructors paid on a part-time 
basis. Four of the instructors were 
professionally qualified dietitians 
and one was a graduate nutrition- 
ist. 


INSERVICE TRAINING 


At the close of each period of 
classroom instruction, the course 
coordinator immediately began a 
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planned program of supervision 
for the student’s three months of 
inservice training. This work was 
done in conjunction with the re- 
cruitment for the next class of 
students. 

Practical experience in every 
phase of dietary management was 
required during the inservice train- 
ing period. As previously stated, 
this experience was supervised by 
the course coordinator or the dieti- 
tion in charge of the department 
in which the student was serving. 

A period of general orientation 
was included for each new trainee; 
the student made a complete tour 
of the hospital and studied the 
various departments and their re- 
lation to the dietary department. 
Personnel policies were studied, 
and hospital ethics, conduct and 
appearance were discussed by the 
trainee and the dietitian. 

The trainee spent time in each 
food preparation unit. A study 
was made of the organization of 
each unit; the physical layout; and 
the personnel working in each 
unit, their job responsibilities and 
work schedules. Equipment in 
each preparation unit was studied 
as to its use, care and cleaning. 
Methods of food preparation were 
studied and actual work in each 
unit was required. 

Understanding of the principles 
of good housekeeping, sanitation 
and safety was also a part of the 
trainee’s inservice training pro- 
gram. Routine procedures for or- 
ganizing and maintaining a store- 
room were explained to the 
student as a part of her inservice 
training. 

All aspects of patient food serv- 
ice were studied, and the student 
was required to assist with the 
serving of patients’ trays. She was 
required to work with the dietitian 
on changes for normal and modi- 
fied diets, orders for food and sup- 
plies, and on preparation of work 
schedules. 

The student also observed pa- 
tient instruction and later gave 
diet instruction to the patient at 
time of discharge. 

Cafeteria food service was part 
of the inservice training program. 
Here the student was taught how 
to supervise food service, how to 
recognize standards of quality in 
the service of wholesome food and 
how to merchandise foods. 
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During the inservice training 
period, each student selected a 
project involving an actual work 
situation, studied it and made a 
report on it. 

After completion of the inservice 
training period, the students re- 
turned to the university for five 
days of summary and evaluation 
of the six months’ training period 
and to receive their certificates as 
trained food service supervisors. 

Administrators of hospitals em- 
ploying food service supervisors 
trained in the program report: 


1. Increased efficiency in their 
dietary departments. 

2. More stable and effective die- 
tary operations. 

3. Increased technical knowl- 
edge and efficiency of the food 
service supervisors. 

Some hospitals reported reduc- 
tion in food costs because of im- 
provements in food purchasing and 
food production. 

The advisory committee of the 
training program believes that the 
program proved useful because: 

1. Mature persons were selected 























“Little need for therapy since the nurses started 


serving that good Continental Coffee 
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Write for free trial package 


AMERICA’S LEADING COFFEE 
For Restaurants, Hotels and Institutions 
ROASTING PLANTS FROM COAST TO COAST 
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CURRICULUM FOR CLASSROOM INSTRUCTION OF FOOD SERVICE SUPERVISORS IN GEORGIA 
30 hours 


Hospital Orientation, Ethics, Food Service Administration 
Purpose of training course as a service to patients, hospital and community; 
personal and ethical standards for personnel; role of the food service super- 
visor in hospital dietary department. Development of understanding of hospital 
policies and interdepartmental relationships as related to total patient care; 
communication skills; public relations; departmental organization. 


Food Purchasing 40 hours 


Policies and procedures of hospital food purchasing; written specifications 
for food items; checking quality and portion control; storage and handling 
techniques. 


Nutrition 60 hours 


Normal nutrition requirements as related to different age groups, occupational 
conditions, and related factors; sources and functions of food nutrients; appli- 
cation of proper nutrition in formal and modified diet menu planning for 
hospital patients. 


Menu Planning 30 hours 


Factors and procedures in menu planning; development of basic food pat- 
tern and basic menu pattern into routine hospital diets; modifications of normal 
diet for the soft and liquid diets; for infancy, childhood, prenatal and the aged. 


Modified Diets 60 hours 


Review of nutrition as related to modified diets; development of modifications 
of the normal diet for soft and liquid diets; diets for disturbances of the gastro- 
intestinal tract; cardiovascular disease; renal disease; gall-bladder and liver 
conditions; obesity; disturbances of pregnancies; postsurgical care; diabetic 
diets; diets high in nutritive value; tube feedings; test meals. 


Food Production 60 hours 

Fundamental principles and techniques of food production; quantity stand- 
ardized recipes and portion control; safe practices in food handling and waste 
control; food production as related to menu planning, purchasing, cost control, 
and personnel scheduling; field trips to produce market, meat packing establish- 
ments, wholesale grocers. 


Food Service Personnel Management and Training Techniques 20 hours 

Policies; job descriptions and analyses; delegation of work and job break- 
down; employee work scheduling; human relations and communications; inter- 
viewing, selection and rating of employees; counseling. Development of skills 
in effective handling of employees; use of oral and written instructions; inservice 
training courses; human relations. 


Cost Control Records 20 hours 

Policies and procedures of food service accounting for hospitals; classifica- 
tions of meals served; classification of raw food expenses and operational 
expenses; raw and fotal food costs; control of costs. 


Sanitation, Safety, Use and Care of Equipment 40 hours 

Proper operation of hospital food service equipment; cleaning procedures; 
employee training for proper use, care and cleaning; routine inspections; writ- 
ing of equipment specifications; kitchen planning and layouts. Proper cleaning 
procedure involving equipment, food service areas, pest control, and garbage 
disposal; planned scheduling of cleaning procedures and personnel training; 
facilities for personnel; dishwashing standards; food storage; importance of 
the role of the health department sanitarian. Types of hazards found in the 
food service department; development of techniques for conducting inspections 
as a means of eliminating physical hazards. 
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for training. This maturity was a 
sound basis for developing leader- 
ship at the hospital where they are 
employed. 

2. The food service supervisor 
was given an excellent foundation 
in modified diets. 

3. The students were trained in 
interpretation and planning of 
menus. 

4. Qualities of leadership and 
responsibility were developed. 

5. There was a broadening of 
concept of functions and duties of 
the food service supervisor. 

6. There was better understand- 
ing of general hospital policies and 
objectives by all concerned. 

It is the opinion of the advisory 
committee and faculty that this 
demonstration project has clearly 
shown that the establishment and 
proper operation of such a train- 
ing program for food service su- 
pervisors can be an important 
factor in providing smaller hospi- 
tals in nonurban areas with com- 
petent, effective food service su- 
pervisors. 5 





NOTES AND COMMENT 





Praline cake: favorite at 
Oklahoma medical center 


Praline coffee cake and black 
point salad are menu favorites 
with patients at the University of 
Oklahoma Medical Center, Okla- 
homa City, reports Mrs. Mary C. 
Zahasky, director of dietetics. Mrs. 
Zahasky has included these menu 
items on her set of winter cycle 
menus for the Midwest, beginning 
on page 80. The recipes are as fol- 
lows: 


BLACK POINT SALAD 
(100 servings) 


9 Ibs. lettuce (A.P.) 
1 bunch endive 
4 oz. green onions 
3% doz. oranges 
4, 9 oz. cans pitted ripe olives 


1. Section oranges and drain. 

2. Chop onions, olives, lettuce 
and endive. 

3. Toss all ingredients lightly. 

4. Portion with No. 10 dip. 


NOTE: Use romaine, chicory or 
other greens in place of endive 
when they are available. 

(Continued on page 79) 


HOSPITALS, J.A.H.A. 








PRALINE COFFEE CAKE 
(135 servings) 


Ibs. 8 oz. granulated sugar 
Ibs. all-purpose flour 
Ibs. cake flour 
oz. baking powder 
oz. salt 
oz. mace 
1 Ib. 8 oz. shortening 
8 oz. nonfat dry milk solids 
134 qts. water 
2 Ibs. eggs 


Praline Topping 
(6 lbs.) 


2 Ibs. 8 oz. brown sugar 

1 Ib. shortening 

4 oz. cinnamon 

10 oz. all-purpose flour 

2 lbs. pecans, chopped coarse 
\% oz. salt 


1. Place sugar, flours, baking 
powder, salt, mace, shortening and 
dry milk solids in mixing bowl. 
Use flat paddle to mix. 

2. Mix water and eggs together. 


Add half of the water and eggs to 
flour mixture. Start mixing with 
electric mixer on No. 1 speed. 

3. Gradually add remaining 
mixture and mix until smooth. 

4. Scale 5 lbs. 12 oz. of batter 
into each of three greased and 
floured counter pans. Spread mix- 
ture evenly. 

5. Mix ingredients for the top- 
ping on No. 1 speed of mixer until 
thoroughly mixed. 

6. Sprinkle top of each cake 
with 2 lbs. of praline topping. 

7. Bake at 375° F. for 25-35 
minutes. 

8. Cut into squares; 45 servings 
per pan. 


Gelatin-pudding parfait 
makes dessert preparation 
easy 

Blackberry gelatin-vanilla pud- 
ding parfait is a dessert that is 
easy to prepare yet festive to 
serve, particularly when parfait 


glasses are used. Here is the recipe 
for this menu item suggested by 
Standard Brands Incorporated. 
BLACKBERRY GELATIN 
VANILLA PUDDING PARFAIT 
(50, 4 oz. portions) 
Ib. 8 oz. blackberry flavored gela- 
tin 
qts. boiling water 
qts. cold water 
oz. vanilla pudding 
ec. cold milk 
qts. hot milk 


1. Place gelatin in large bowl. 
Add boiling water, stir until dis- 
solved. Add cold water. Pour into 
pans. Chill until firm. 

2. Mix pudding with cold milk. 
Stir to make paste. Add slowly to 
hot milk. Cook 10 minutes longer 
stirring frequently. Pour into pud- 
ding pans. Cover with waxed pa- 
per. Cool, then chill, 

3. Spoon two layers of gelatin 
and one layer of pudding into 
parfait glasses. ad 








Winter Cycle Menu 


for the Midwest 





ib 21-DAY selective winter cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the Midwest. These 
menus, which can be used dur- 
ing December, January and Feb- 
ruary, feature foods popular in 
the Midwest. 

The menus in this issue are the 
first in a four-part series of win- 
ter cycle menus published in this 
Journal. Winter cycle menus for 
the South-Southwest will be in- 
cluded in the October 16 issue of 
HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION. The 
winter menus for hospitals in the 
East and North-Northwest will be 
published in the November 1 and 
16 issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
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menus. Two cereals and two fruits 
are offered on each day’s break- 
fast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 





During October and November, hos- 
pitals may use the fall cycle menus, 
published in the July and August 1960 


issues of this Journal. 





full or normal diets, while those 
labeled (S) are for.the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or 
fat restrictive diets. When fruits 


are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 pa- 
tient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. 

The standard storeroom inven- 
tory is available upon request from 
the American Hospital Associa- 
tion, 840 N. Lake Shore Dr., Chi- 
cago 11, Ill. 
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Ist WEEK MIDWEST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Mrs. Mary C. Zahasky, director of dietetics, 
University of Oklahoma Medical Center, Oklahoma City 





| monday | 


thursday wednesday tuesday 


saturday friday 


sunday 


( 





Ist week market order for perishables (per 50 beds) 


| 


breakfast | 


Pineapple Juice (FS) ¥ 
or Tomato Juice 
Malt Meal Cereal 
or Bran Flake Cereal | 
Poached Eggs— 
Sliced Bacon 
Toast—Jelly (Assorted) 
Orange ‘Juice (S) E 
or Stewed Prunes (F) 
Whole Wheat Cereal 
or Ready-to-Eat 
Rice Cereal | 
Soft Cooked Eggs | 
Hot Biscuits with Honey | 





Grapefruit ‘Juice (FS) 
or Blended Nectars 
(peach, pear, 
apricot) 
Hominy Grits 
or Ready-to-Eat 
Wheat Flake 
Cereal 
Eggs a la Goldenrod 
on Toast— 
Crisp Bacon 


Orange Juice (FS) 
or Grape Juice 
Farina 
or Sugar Coated 
Cereal 
Scrambled Eggs— 
Sausage Links 
Toast—Jelly (Assorted) 
Apricot Nectar (FS) 
or Apple Juice 
Steamed Rice 
or Shredded Wheat 
Cereal 
Poached Eggs 
Raisin-Apple Rolls 














Pineapp' e Juice (S) 

or Sliced Banana (F) | 
Rolled Wheat Cereal 

or Cornflakes H 
Soft Cooked Eggs— 

Sliced Bacon 
Toast—Jelly (Assorted) 
Orange Juice (S) 

or Grapefruit Half (F) | 
Oatmeal 

or Puffed Wheat 

Cereal 

Poached Eggs (FS) 
Toast—Apple Butter 


F)—Full Diet (S)—Sof 


|Item, Specifications, Amounts & No. of Servings 


BEEF 


U. S. Good 
U.S. 


Chuck (Boneless) 
Ground Beef 


Liver Stee 


Roast, Sir:oin (B.R.T.)U. S. Choice 


Minute U. 
4 


Steaks, 


LAMB 
u.s. 
Shoulder (B.R.T.) U. S. 


Leg (B.R.T.) 


PORK 
24-26-1 Ib. 
Grade A, 4 oz. each 
Ready-to-eat 
| Sausage Links 12-1 Ib. 


Bacon (Sliced) 
Chops, Loin 
Ham (Pullman) 


VEAL 
U. S. Good, 


Cutlets 
4 


Leg (B.R.T.) 


Catfish 
| Oysters 


U. S. Good 


| 


noon 


Jellied Consomme—Saltines 
Broiled Vea! Cutlets (FS) 

or Chinese Omelet with Tomato Sauce 
Baked Potatoes (FS) 
Turnip Greens or Buttered Asparagus (FS) 
Perfection Salad or Banana-Cornflake Salad 
Lazy Daisy Cake (F) or Lime Sherbet (S) 


Chilled Fruit Punch 
Chicken and Dumplings or Roast Lamb with Mint Jelly (FS) 
Whipped Potatoes (FS) 
Buttered Beets (S) or Broccoli (F) 
Blushing Pear Salad (S) 
or Relish Plate (dill pickle sticks, deviled eggs) 
Apple Crisp (F) or Grape Snow (S) 


" Alphabet Soup—Saltines 
Pork Chop Supreme or Braised Beef Cubes on Rice (FS) 
Whole Kernel Corn or Turnip Greens with Vinegar (FS) 
Combination Vegetable Salad with 1000 Island Dressing 
or Orange Sections on Lettuce 
Boston Cream Pie (F) 
or Gelatin Cubes in Fruit with Whipped Cream (S) 








Cream of Mushroom Soup—Rye Rounds 

Meat Loaf (FS) or Grilled Liver and French Fried Onions 
Buttered Potatoes (FS) 

Frozen Mixed Vegetables or Buttered Wax Beans (FS) 
Mexican Cabbage Slaw or Pineapple Pleasure Salad 
Orange Chiffon Cake or Fruit Cup (FS) 


Cream of Tomato Soup (FS)—Wheat Thins 
Fried Catfish with Tartar Sauce (F) or Broiled Minute Steaks (S) 
Baked Potato (FS) 
Cauliflower Au Gratin (F) or Buttered Green Beans (S) 
Raspberry Delight Salad (FS) 

or Relish Pilate (stuffed and ripe olives, sweet pickles, 

spiced peach) 

Gingerbread with Hard Sauce or Strawberry Bavarian (S) 
Chicken- Nood! e . Soup—Saltines 
Sliced Veal Roast (FS) or Salisbury Steak 
Baked Potato (FS) 
Spinach with Vinegar or Creamed Carrots (FS) 
Cranberry Relish Salad or Chopped Lettuce—Mayonnaise 
Fried Pies (Blackberry) or Sugar Cookies (FS) 


Cream of Pea Soup—Melba Rounds 
Roast Sirloin of Beef (FS) or Lamb Kabobs 
Mashed Potatoes with Gravy (FS) 
Tiny Whole Harvard Beets (FS) or Brussels Sprouts 
Whipped Lime Gelatin and Cottage Cheese Salad 
or Placed Fruit Salad on Endive 
Angel Food Cake with Peppermint Icing (FS) 
or Old Fashioned Maple Pudding with Cream 





t Diet (FS)—Full and Soft Diet 


. 

night 
Cream of Potato Soup—Wheat Thins 
Glazed Ham Loaf with Pineapple Rings 

or Baked Beef Meat Balls (FS) 

Buttered Sliced Turnips (F) or Tiny Whole Carrots (S) 
Garden Salad—French Dressing or Citrus Fruit Salad 
Tapioca Pudding with Chocolate Sauce (FS) or Pecan Squares 





Beef B Barley ‘Soup—Bread Sticks 


Bread, butter and a choice of beverages are to be included with each meal. 


| Item, Spe: bison: Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 


Cream of Celery Soup—Melba Toast 

Braised Minute Steaks (S) or Beef Hash (F) 
Buttered Potatoes (S) 

Breaded Tomatoes or Buttered Green Beans (FS) 
Apricot-Lemon Gelatin Salad (S) or Vitamin Salad 
Cherry Tart or Caramel Sundae (FS) 





American Ravioli—Garlic Buttered French Bread or Baked Rabbit (FS) 
Mashed Potatoes with Gravy (FS) 

Buttered English Peas (FS) or Buttered Brussels Sprouts 

Lettuce Wedges with French Dressing or Creamed Celery 

Brownies (F) or Chilled Canned Peaches in Syrup (S) 


Limeade 
Beef Chow Mein on Nest of Chinese Noodles 

or Roast Beef with Gravy (FS) 
Mashed Potatoes (FS) 
Buttered Broccoli or Buttered Carrot Coins (FS) 
Sunshine Salad or Tossed Greens Salad with Mayonnaise 
Floating Island (FS) or Baked Apple 





Ginger Ale 
Oyster Stew with Crackers 

or Baked Hamburger Patties—Cinnamon Apple Rings (FS) 
Buttered Mashed Potatoes (FS) 
Buttered Baby Lima Beans or Buttered Asparagus Spears (FS) 
Lettuce and Tomato Salad—French Dressing or Hidden Apricot Salad 
Lemon Meringue Pudding (S) or Fresh Pears (F) 


Beef-Rice ‘Soup—Toasted French Bread 
Sliced Ham—Corn Bread or Creamed Turkey in Toast Cups (FS) 
Ranch Style Beans (F) 
or French Cut Green Beans (S) 
Tossed Greens with Oil and Vinegar Dressing 
or Pear Halves with Mint Jelly (S) 
Devil’s Food Cake—Wonder Icing or Raspberry Sherbet (FS) 


Spiced Tea Punch 
Home-Style Vegetable Soup—Crackers or Braised Beef Cubes (FS) 
Buttered Noodles (FS) 
Buttered Tiny Peas (S) or Baby Lima Beans (S) 
Chefs Salad with Roquefort Dressing 
or Chopped Lettuce with Mayonnaise (F) 
Cherry Pie a la mode (F) or Jelly Roll with Strawberry Jelly (S) 





GAME 


40 Ibs Rabbit 


85 Ibs. 
10 Ibs. 
47 \bs 


POULTRY 
Turkeys (Eviscerated) Grade A 


Good, 5 Ib. pkg 
r, sliced 


S. Choice, 


oz. each FRESH FRUITS 


10 Ibs. 

Apples 
Bananas 
Grapefruit 
Grapes 
Lemons 
Oranges 
Pears 


Ripe 
Seedless, 70s 
27 Ibs. Emperor 


13 Ibs. 


Choice, yearling 
Good 

176s 

Box, 120s 


FRESH VEGETABLES 


Cabbage 
Carrots 
Celery 
Cucumbers 
Endive 
Lettuce 
Onions, 
Onions, 
Parsley 
Potatoes, White 
| Radishes 
| Romaine 
| Tomatoes 


Topped, bag 
Pascal, 30s 


Curly 
Head, 48s 
Yellow, bag 
Bunch 
Bunch 
Bag No. 1 
Bunch 


Dry 


oz. each 
Green 


FISH 


25 Ibs. 
1 qt. 


Fryers (Eviscerated) Grade A, 2% Ib. av. 


20 Ibs. 


Topped 
1¥ doz. 


unch 
FROZEN FRUITS 
Sliced, 8 Ib. can, 
5-1 sugar 
8 Ib. can 
5-1 sugar, 
8 Ib. can 


feng White 

20 Ibs. 60) Watercress 
| Apples 

24 Ibs. 

8 Ibs. 


15 Ibs. | 

25 Ibs. Blackberries 
Cherries pitted, 

pi: 24 Ibs. 

25 Ibs. 
1 box 
5 Ibs. 
1 doz. 
1 box 


Y, box 


Grapefruit and 
Orange Sections 
Orange Juice 


1 gal. 
6 cans 
1 gal. 
8 Ibs. 


Fresh, chilled, gallon 
n., 32 oz. can 
Orange Sections Fresh, chilled, gallon 
Raspberries, Red 8 Ib. can, 5-1 sugar 

FROZEN VEGETABLES 
Spears, 24 Ib. pkg. 
Cuts, 24% Ib. pkg. 
Julienne, 21 Ib. pkg. 
Small, green, 

24% Ib. pkg. 
Cuts, 24% Ib. pkg. 
Stems and buds 

2% Ib. pkg. 
2% |b. pkg. 
ny Ry 8 &. pkg. 
2% Ib. 
1 ta 

2% Ib. pkg. 
2% Ib. pkg. 
2% |b. pkg. 


25 Ibs. 150 
12% Ibs. 75 
2% Ibs. 15 


12% Ibs. 75 
15 Ibs. 90 


17% Ibs. 105 
5 Ibs. 30 
15 Ibs. 90 
12% Ibs. 75 


2% Ibs. 15 
17% Ibs. 105 
2% Ibs. 15 


Asparagus 

Beans, Green 
Beans, Green 
Beans, Lima 


10 Ibs. 
50 Ibs. 
1 doz. 
1 doz. 
2 doz. 
1 crate 
50 Ibs. 
1 doz. 
1 doz. Peas 
400 Ibs. | Spinach 
ldoz. | 
1% doz. 
7 Ibs. | 


Beans, Wax 


Broccoli 


Brussels Sprouts 
Cauliflower 





Turnip Greens 
Vegetables, Mixed 
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Another Modern School Speeds Food Service 


vith TOLEDO Lidéer Mochines 





Floyd Winslow Grade School, Rush-Henrietta, N. Y. Architect: Benedict Ade, Rochester, N. Y. Toledo Installation by Main-Ford General Supply Co., 
Supervising Principal, John Parker; Cafeteria Director, Mrs. Kay Zoppoth. Rochester, N. Y. 


In public and private institutions the nation over— 
wherever groups must be fed efficiently and economically 
—you’ll find Toledos on the job. The new Floyd Winslow 
School in the Rush-Henrietta Central School System at 
Henrietta, N. Y., is a good example. Its forward-thinking 
planners designed this ultra-modern new school with the 
educational needs of tomorrow, as well as today, in mind 
. .. one of the many reasons why Toledo kitchen machines 
were selected. In the years ahead, the Floyd Winslow 
School cafeteria will continue to provide the same efficient 
food service its faculty and students enjoy today. 

Whether your volume requirements are large or small, 
Toledo’s wide line makes it easy to select the equipment 
that fits your needs. Let us show you the exceptional 
advantages of installing Toledos in your kitchen. Or write 
for Bulletin SD-3814— your guide to the latest in Rg : ie 
kitchen efficiency. ewes Ss St fds ine 
peeps a Eee . Toledo Double-Action Peeler peels a full 30 Ib. charge 

-— —% i £4 ‘ = in 1 to 1% minutes. 











Toledo Conveyor Dishwasher with Prewash makes dishes and glassware sparkle. Toledo Disposer is heavy-duty engineered for long, 
Features exclusive Panoramic door. maintenance-free service... provides easy, sanitary 
disposal of food wastes. 


Ee! roneno Like Wachines 


Division of Toledo Scale Corporation ¢ 245 Hoilenbeck St., Rochester, N. Y. 


Toledo “10” Slicer... Disposers . . . Heavy- Peelers .. . Offer fast, Dishwashers . . . Fast, Hi-Speed Choppers... 
Combines handsome duty for fast, trouble- double-action peeling Al thorough. dependable. ‘ Powerful, heavy-duty 
design with fast, easy free operation. Full with abrasive on both J Available in door, designed. — 
operation. Easy to choice of sizes from disc and cylinder. Low |) 4 counter, conveyor and <f% in performance ani 
rackless types. Ad- | U appearance. Full ran 
vanced design, easy of models from 1/3 
cleaning. HP to 25 HP. 


S clean—parts tilt away % HP up to 3 HP waste. Portabie and | 
4) or are quickly remov- available in a wide cabinet type. || 
able. Efficient sharp- selection of cone sizes. 
ening. Positive gauge 
plate control. 


TODAY, MORE THAN EVER, IT PAYS TO GO TOLEDO ALL THE WAY! 
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2nd WEEK MIDWEST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Mrs. Mary C. Zahasky, director of dietetics, 
University of Oklahoma Medical Center, Oklahoma City 





breakfast 


Blended Nectars (FS) 
or Frozen Strawberries 
Farina 
or Ready-to-Eat 
Wheat Flake 
Cereal 
Scrambled Eggs with 
Ham Bits 
Toast—Jelly (Assorted) 


night 





Beef Bouillon—Caraway Thins 

Swiss Steak or Baked Chicken (FS) 

Whole Buttered Potatoes (FS) 

Buttered Broccoli or Buttered Frozen Yellow Squash (FS) 
Deviled Egg Salad or Peach and Grated Cheese Salad (S) 
English Toffee Dessert (F) or Vanilla ice Cream (S) 





Pineapple-Grapefruit 

Juice (FS) 

or Apple Juice 
Oatmeal 

or Cornflakes 
Poached Eggs 
Danish Pastry 


Cream of Celery Soup—Saltines 

Grilled Pork Chop (F) or Braised Veal Cubes (S) 

Glazed Sweet Potatoes (F) or Baked White Potatoes (S) 
Buttered Snapped Green Beans (FS) or Black-eyed Peas 
Golden Cabbage Slaw or Lettuce Wedge—French Dressing 
Citrus Cup—Cookies (F) or Lemon Snow (S) 


Cream of Tomato Soup—Saltines 
Frankfurters on a Bun or Macaroni and Cheese (FS) 
Buttered English Peas (FS) or Whole Kernel Corn 
Tossed Green Salad with Russian Dressing 
or Creamed Gelatin Cubes in Lettuce Cup 
Baked Apples—Marshmallow Topping or Sour Cream Cookies (FS) 





Grape Punch (FS) 

Baked Halibut—Lemon Butter (FS) or Meat Loaf 

Oven Broiled Potatoes (FS) 

Buttered Asparagus (FS) or Buttered Mixed Vegetables 

Molded Bing Cherry Salad or Garden Salad with Roquefort Dressing 
Sponge Cake (FS) or Chocolate Eclairs 











Orange Juice (S) 
or Grapefruit Half (F) 
Farina 
or Bran Flake Cereal 
Fried Eggs—Sausage 
Links 
Toast—Jelly (Assorted) 


Vegetable Soup—Rye Rounds 

Smothered Liver (FS) or Beef and Rice Casserole 

Succotash or Tiny Whole Carrots (FS) 

Fresh Cranberry and Orange Salad or Ribbon Mold Salad (S) 
Crushed Pineapple-Nut Sundae or Maple Bavarian (FS) 


Cream of Mushroom Soup—Saltines 
Roast Leg of Veal with Gravy (FS) or Assorted Cold Cuts 
Mashed Potatoes (FS) or Potato Salad 
Cauliflower with Cheese Sauce or Buttered Green Beans (FS) 
Fruited Cottage Cheese 

or Relish Plate (sliced tomato, bread and butter pickles, onions) 
Coconut Custard Pie (F) or Peanut Butter Cookies (S) 








Tomato Juice (S) 
or Stewed Prunes (F) 
Whole Wheat Cereal 
or High Protein 
Cereal 
Scrambled Eggs— 
Sliced Bacon 
Biscuits with Honey 
Orange Juice (FS) 
or Peach Nectar 
Ma!t Meal Cereal 
or Ready-to-Eat 
Rice Cereal 
French Toast with 
Raspberry Syrup or 
Maple Syrup 
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Applesauce or 
Grapefruit Juice (FS) 
Rice Farina 
or Bran Cereal 
Soft Cooked Egg— 
Sliced Bacon 
Toast—Jelly (Assorted) 
Blended Citrus Juice (FS) 
or Stewed Apricots 
Rolled Wheat Cereal 
or Frosted Flake 
Cereal 
Scrambled Eggs— 
Canadian Bacon 


Jellied Consomme—Caraway Thins 

Grilled Ham Steaks or Salisbury Steak (FS) 

Oven Broiled Potatoes (FS) 

Cream-Style Corn (F) or Spinach with Hard-Cooked Eggs (S) 
Waldorf Salad or Combination Fruit Salad (FS) 

Cherry Upside-down Cake or Orange Sherbet (FS) 


Beef and Noodle Soup—Melba Toast 
Chicken a la king or Lamb Cutlets (FS) 
Buttered Rice (FS) 
Baked Eggplant (F) or English Peas (S) 
Congealed Strawberry-Banana Salad 
or Chopped Lettuce, Oil and Vinegar Dressing 
Blueberry Cobbler with Cream (F) or Pear Halves in Syrup (S) 








Cream of Pea Soup—Saltines 
Salmon Steak with Tartar Sauce (FS) or Beef Stew 
Duchess Potatoes (FS) 
Sliced Harvard Beets (FS) or Buttered Lima Beans 
Combination Vegetable Salad—1000 Island Dressing 
or Banana-Cornflake Salad 
Chilled Peaches in Syrup (FS) 
or Snow White Cake with Butter Cream Icing 








Praline Coffee Cake 


Barley-Vegetable Soup—Saltines 
Pork Spareribs or Braised Minute Steak (FS) 
Mashed Potatoes (FS) 
Buttered Carrots (FS) or Sauerkraut 
Pears in Raspberry Gelatin 

or Iced Celery Curls with Ripe and Green Olives 
Floating Island (FS) or Prune Plums in Syrup 





French Onion Soup—Parmesan Cheese—Saltines 
Fried Chicken or Roast Leg of Lamb with Currant Jelly (FS) 
Au Gratin Potatoes (FS) 
Buttered Asparagus Spears (FS) or Whole Kernel Corn 
Black Point Salad with 1000 Island Dressing 

or Tomato Aspic Salad (FS) 
Chocolate Cream Rol!s (F) or Sliced Banana (S) 


Strawberry Cocktail 

Tuna-Mushroom Pie or Sliced Turkey with Cream Gravy (FS) 
Stewed Tomatoes or Baked Acorn Squash (FS) 

Jellied Cranberry Salad (FS) or Citrus Fruit Salad 

Coconut Bars or Golden Baked Custard with Cinnamon Sauce (FS) 





Cream of Asparagus Soup—Wheat Thins 
Meat Loaf (FS) or Breaded Veal Cutlets 
Paprika Buttered Potatoes (FS) 
Buttered Wax Beans (FS) or Broccoli with Hollandaise Sauce 
Tossed Greens Salad with French Dressing 
or Pineapple-Stuffed Prune Salad 
Peach Tarts (F) or Royal Anne Cherries in Syrup (S) 








Cream of Potato Soup—Saltines 

Broiled Beef Patties (FS) or Creamed Ham Bits on Toast 
Baked Potatoes (FS) 

Buttered English Peas (FS) or Braised Celery 4 
Frozen Fruit Salad or Lettuce Wedge with Piquant Dressing 
Butterscotch Sundae (FS) or Apple Pan Dowdy 


PLEASE CUT ALONG THIS LINE 


(F)—Full Diet (S)—-Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


2nd week market order for perishables (per 50 beds) 








Item, Specifications, Amounts & No. of Servings | item, Sp 








ts & No. of Servings 


ts & No. 





Item, Sp 


of Servings 





Chuck (Boneless) 
Frankfurters 
Ground Beef 
Liver 

Steaks, Minute 


Steak, Swiss 


Cutlets 
Leg (B.R.T.) 


Bacon, Canadian 
Bacon (Sliced) 
Chops, Loin 
Ham (Pullman) 
Sausage Links 
Spareribs 

Steaks (Boneless) 


Cutlets 
Leg (B.R.T.) 


Halibut 
Salmon 





BEEF 

U. S. Good 
All beef, 8-1 Ib. 
U.S. Good, 5 Ib. pkg. 
Steer, sliced 
U. S. Choice, 

4 oz. each 
U.S. Good, 4.02. each 


LAMB 


U.S. Good, 4 0z. each 
U. S. Choice, yearling 


PORK 


24-26-1 Ib. 

Grade A, 4 oz. each 
Ready-to-eat 

12-1 Ib. 

Grade A, 3-1 Ib. 
Grade A, 4 oz. each 


VEAL 


U.S. Good, 4 oz. each 
U. S. Good 


Shoulder (Boneless) U. S. Good 


FISH 


Steaks, 5 oz. each 
Red, steaks, 
5 oz. each 


5 Ibs. 
20 Ibs. 
5 Ibs. 


19 Ibs. 
25 Ibs. 


40 


40) 


Fowl (Eviscerated) 


POULTRY 
Grade A, 5 Ib. av. 


Turkeys (Eviscerated) Grade A, 


20-24 Ib. av. 


80| Fryers (Eviscerated) Grade A, 


80 
40 


60 
80 


20 
60 
20 


60 
80 


2% Ib. av. 


| PREPARED MEATS 


| Assorted Cold Cuts 


Apples 
Bananas 
Cranberries 
Grapefruit 
Grapes 
Lemons 
Oranges 


Cabbage 
Carrots 

Celery 

Celery 
Cucumbers 
Eggplant 
Endive 

Lettuce 

Onions, Dry 
Onions, Green 
Parsley 
Potatoes, Sweet 
Potatoes, White 





FRESH FRUITS 
Jonathan, 113s 
Ripe 

1 Ib. bag 
Seedless, 70s 
Seedless 


176s 


FRESH VEGETABLES 


Topped, bag 
Pascal, 30s 
White, stalks 


Curly 

Head, 48s 
Yellow, bag 
Bunch 
Bunch 
Hamper 
Bag No. 1 


20 Ibs. 
45 Ibs. 
75 Ibs. 


5 Ibs. 


1 box 
35 Ibs. 
3 Ibs. 
1 box 
10 Ibs. 
1 doz. 
1 box 


20 Ibs. 
50 Ibs. 
Y, doz. 
Y% doz. 
1 doz. 
5 only 
14 doz. 
1 crate 
50 Ibs. 
1 doz. 
1 doz. 
50 Ibs. 
300 Ibs. 


20 





Radishes 
Romaine 
Squash, Acorn 
Tomatoes 
Watercress 


Apples 


Blueberries 
Cherries 


Grapefruit and 


Bunch 


FROZEN FRUITS 
Sliced, 8 Ib. can, 
5-1 sugar 
8 Ib. can, 5-1 sugar 
5-1 sugar, pitted, 
8 Ib. can 


Orange Sections Fresh, chilled, gallon 


Orange Juice 
Strawberries 


Con., 32 oz. can 
Sliced, 8 Ib. can, 
5-1 sugar 


FROZEN VEGETABLES 


Asparagus 
Beans, Green 
Beans, Lima 


Beans, Wax 
Broccoli 


Cauliflower 

Peas, Black-eyed 
Peas 

Spinach 


Squash, Winter 
Succotash 
Vegetables, Mixed 


Spears, 24 Ib. pkg. 
Cuts, 24% Ib. pkg. 
Small, green, 

2% Ib. pkg. 
Cuts, 21% Ib. pkg. 
Stems and buds 

2% Ib. pkg. 
Buds, 21 Ib. pkg. 
2% Ib. pkg. 


Chopped, 

2% Ib. pkg. 
3 Ib. pkg. 
2% Ib. pkg. 
2% Ib. pkg. 


1% doz. 
30 Ibs. 

7 Ibs. 
1¥, doz. 


8 Ibs. 
16 Ibs. 


8 Ibs. 


1 gal. 
6 cans 


24 Ibs. 





25 Ibs. 150) 
25 Ibs. 150) 


15 
60 


30 


2% Ibs. 
10 Ibs. 


5 Ibs. 
2% Ibs. 15 
2% Ibs. 15 
22% Ibs. 135 


2% Ibs. 15) 
24 Ibs. 96 
2% Ibs. 15 
2% Ibs. 15) 
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HOSPITALS, 


J.A.H.A. 
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3rd WEEK MIDWEST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Mrs. Mary C. Zahasky, director of dietetics, 
University of Oklahoma Medical Center, Oklahoma City 





breakfast 











thursday |wednesday| tuesday | monday | 


Orange Juice (FS) 

or Grape Juice 
Oatmeal 

or Ready-to-Eat 

Rice Cereal 

Fried Egg— 

Sausage Patties 
Toast—Jelly (Assorted) 





Grapefruit Juice 
or Blended Fruit 
Nectars (FS) 
Whole Wheat Cereal 
or Ready-to-Eat 
Oats Cereal 
Scrambled Egg— 
Sliced Bacon 
Blueberry Muffins 
Dried Fruit Compote (F) 
or Orange Juice (S) 
Rice Farina 
or Shredded Wheat 
Cereal 
Poached Eggs 
Sausage Links 


Pineapp'e Juice (FS) 


or Grape Juice 
Malt Moal Cereal 
or Cornflakes 
Soft Cooked Eggs 
Sweet Rolls Filled with 
Apples and Raisins 





Orange-Grapefruit 
Juice (FS) 
or Stewed Apricots 
Rolled Wheat Cereal 
or Puffed Rice Cereal 
Scrambled Eggs 
Biscuits with Honey 
Orange Juice (FS) 
or Apple Juice 
Oatmeal 
or High Protein 
Cereal 
Hot Cakes with 
Boysenberry Syrup 


Cream of Pea Soup—Rye Rounds 
Beef Biscuit Roll (FS) or Cheese Souffle with Cheese Sauce 
Buttered Diced Potatoes 
Buttered Brussels Sprouts or Sliced Beets (FS) 
Mixed Fruit Salad or Garden Salad with White Garlic Dressing 
Lord Baltimore Cake 

or Royal Anne Cherries with Scotch Shortbread Cookies (FS) 





Alphabet Soup—Bread Sticks 

Veal Birds or Grilled Tenderette Steaks with Gravy (FS) 
Mashed Potatoes (FS) 

Buttered Peas and Carrots (FS) or Mixed Greens with Vinegar 
Cranberry Jellied Salad (FS) or Spiced Pear on Endive 
Chocolate Cream Pie or Lemon Sherbet (FS) 


Cream of Celery Soup 
Yankee Pot Roast (FS) or Barbecued Frankfurters on a Bun 
Oven Browned Potato (FS) 
Buttered Acorn Squash (S) or Baked Eggplant (F) 
Peach Slices on Cottage Cheese and Lettuce (FS) ; 
or Relish Plate (celery sticks, ripe and stuffed olives, pickle sticks) 
Bread Pudding with Peppermint Sauce (FS) or Half Pink Grapefruit 





Beef and Rice Soup—Melba Rounds 
Hot Sliced Turkey Sandwich (FS) 

or Meat Balls with Green Pepper Rings 
Mashed Potatoes (FS) 
Fried Okra or Creamed Carrots (FS) 
Raspberry Argentine Salad 

or Tossed Greens Salad with Italian Dressing 
Gooseberry Cobbler or Butterscotch Custard (FS) 





Limeade 

Salmon Loaf (FS) or Corned Beef 

Creamed New Potatoes (FS) 

Sliced Harvard Beets (FS) or Savory Onions 

Combination Greens Salad or Gingerale Fruit Salad 

Apple Pie with Sliced American Cheese (F) or Orange Charlotte (S) 





Beef-Barley Soup—Saltines 

Baked Veal Cutlet (FS) or Italian Pork Patties 

Baked Potatoes (FS) 

Buttered Yellow Hominy or Buttered Asparagus (FS) 

Relish Plate (celery, bread and butter pickles, carrot sticks) 
or Ribbon Mold Salad 

Mincemeat Torte (F) or Chilled Pear Half in Syrup (S) 








sunday saturday | friday 





Minted Fruit Cup (F) 
or Grapefruit 
Juice (S) 
Farina 
or Ready-to-Eat 
Rice Cereal 
Scrambled Eggs 
Sweet Roll with Nuts 





(F)—Full Diet 


Cream of Mushroom Soup—Rye Thins 
Grilled Ham Steaks or Broiled Tenderette Steak (FS) 
Duchess Potatoes (FS) 
Hot Cinnamon Apples or Buttered Frozen English Peas (FS) 
Tossed Greens Salad with Sesame Seed Dressing 

or Under-the-Sea Salad 
Dutch Apple Pudding (FS) or Pineapple Upside-down Cake 





(S)—Soft Diet 





(FS)—Full and Soft Diet 


Vegetable Soup-—Saltines 


night 


Italian Spaghetti with Meat Sauce—French Bread 
or Broiled Beef Kabobs on Rice (FS) 
Baked Acorn Squash or Buttered Green Beans (FS) 
Apricot Surprise Salad (FS) or Celery Sticks and Carrot Strips Salad 
Graham Cracker Pudding (FS) or Prune Plums in Syrup 


Tomato Juice 
Baked Lamb Patties with Mint Jelly (FS) or Beef Stroganoff 
Buttered Noodles (FS) 

Asparagus Spears (FS) or French Fried Onion Rings 

Red and Green Cabbage Slaw or Peach in Lime Gelatin Salad (FS) 
Apple Betty (FS) or Citrus Section Cup 





Cream of Asparagus Soup—Saltines 

Braised Minute Steak (FS) or Cheese Fondue 

Hash Brown Potatoes (FS) 

Buttered Wax Beans (FS) or Cold Canned Tomatoes 

Chopped Lettuce with Mayonnaise or Fruity Nectar Salad 
Cherry Crisp with Whipped Cream (F) or Canned Fruit Cup (S) 





Cranberry Cocktail 
Old Fashioned Vegetable Soup or Baked Veal Cutlet (FS) 
Shoestring Potatoes (FS) 
power my = Buttered Frozen English Peas (FS) 
anned Fruit Salad (FS) or Black Point Salad with Roquefort Dressi 
Coffee Angel Food Cake (FS) or Fresh Grapes ; ee 





Cream of Tomato Soup 

Toasted Cheese Sandwich or Baked Beef Hash (FS) 
Buttered Green Beans (FS) or Sweet and Sour Red Cabbage 
Fruited Cottage Cheese or Spiced Fruit Salad 

Mystery Cake (F) or Marshmallow Delight (S) 





Cream of Celery Soup—Bread Sticks 





Beef Bouillon—Melba Toast 

Fried Liver or Beef Pot Stew (FS) 

French Fried Onion Rings or Baked Acorn Squash (FS) 
Orange-Waldorf Salad or Chopped Lettuce with Mayonnaise 
Chocolate Crunchies or Hot Butterscotch Sundae (FS) 





Hamburger on a Bun, Pickle Relish, Mustard or Catsup—Potato Chips 
or Crisp Bacon Omelet (S) 

Creamed Potatoes (S) 

Spinach with Vinegar (FS) or Buttered Wax Beans 

Sliced Tomatoes on Lettuce or Chef's Salad with Russian Dressing 

Purple Plum Halves in Syrup (F) or Pound Cake with Lemon Sauce (S) 





Bread, butter and a choice of beverages are to be included with each meal. 











3rd week market order for perishables (per 50 beds) 





Item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings 











Brisket, Corned U.S 
Chuck (Boneless) 
Frankfurters 
Ground Beef 
Liver 

Round (Bottom) 
Steaks, Minute 


U.S. 


U.S 
U.S 


Steaks, Round U.S 


Tenderloin Tip U. S 


Ground, Shoulder U.S 


Bacon (Sliced) 
Sausage (Italian) 
Sausage (Bulk) 
Sausage Links 
Steaks, Ham 
(Boneless) 


Lean 
Lean 
12-1 


U.S. 
U.S 


Cutlets 
Leg (B.R.T.) 


. Good 
U. S. Good 
All beef, 8-1 Ib. 


Steer, sliced 

. Standard 
. Choice, 
4 oz. each 

. Choice, 
4 oz. each 

. Good 


LAMB 
. Good 


PORK 
24-26-1 Ib. 


Grade A, 4 oz. each 


. Good 


BEEF POULTRY 


40 
60 
80 


20 


13 Ibs. 
15 Ibs. 
10 Ibs. 
50 Ibs. 
5 Ibs. 
35 Ibs. 


FRESH FRUITS 
Jonathan, 113s 
Ripe 

Seediess, 70s 


Good, 5 Ib. pkg. Apples 


Bananas 
Grapefruit 
Grapes 
Lemons 
Oranges 


15 Ibs. 60 


40 Ibs. its 
20 Ibs. 80 
FRESH VEGETABLES 
Cabbage 
Cabbage, Red 
Carrots 
Celery 
Celery 
Cucumbers 
Eggplant 
Endive 
Lettuce 
Onions, 
Onions, 
Onions, 
Onions, 
Parsley 
Potatoes, White 


15 Ibs. 
Topped, bag 


Pascal, 30s 
White 

6 Ibs. 
10 Ibs. 
10 Ibs. 
10 Ibs. 
10 Ibs. 


Curly 

Head, 48s 
Yellow, bag 
Bunch 
Spanish-type 
Boilers 
Bunch 

Bag No. 1 


Ib. 
Dry 
Green 
White 
VEAL White 
Good, 40z.each 35 Ibs. 140 
10 Ibs. 40 





Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 


Emperor, 28 Ib. box 


Radishes 
Romaine 
Squash, Acorn 
Tomatoes 
Watercress 


Bunch 1 doz. 
2 doz. 
45 Ibs. 
7 Ibs. 
2 doz. 


60 Ibs. 


Bunch 
1 box 
15 Ibs. 
1 box 
VY box 
1 doz. 
1 box 


FROZEN FRUITS 
Sliced, 8 Ib. can, 
5-1 sugar 
5-1 sugar, pitted, 
8 Ib. can 
8 Ib. can, 5-1 sugar 


Apples 
Cherries ome. 
16 Ibs. 


Gooseberries 8 Ibs. 


Grapefruit and 

Orange Sections Fresh, chilled, gallon 
Orange Juice Con., 32 oz. can 
Raspberries, Red 8 Ib. can, 5-1 sugar 


1 gal. 
9 cans 
8 Ibs. 


FROZEN VEGETABLES 


Spears, 24% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Cuts, 24% Ib. pkg. 
2% Ib. pkg. 


Asparagus 
Beans, Green 
Beans, Wax 
Brussels Sprouts 
Greens, Mixed 
Okra 

Peas and Carrots 
Peas 

Spinach 


25 Ibs. 
20 Ibs. 
12% Ibs. 
2% Ibs. 
2% Ibs. 
2% Ibs. 
15 Ibs. 

5 Ibs. 


Ib. 2 
10 Ibs. 


pkg. 
300 Ibs. Chopped, 21 Ib. pkg. 4 
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WIDE variation exists in the 


scope and intensity of pre- 
ventive maintenance, from periodic 
inspections to broader activities to 
prevent breakdowns, cut operating 
costs and improve service. Con- 
sider these two basic definitions as 
a point of departure: 

1. Periodic inspection of plant 
and equipment to discover condi- 
tions leading to breakdowns or 
deterioration. 

2. Maintenance of plant or 
equipment through adjustments, 
lubrication or minor repairs to pre- 
vent major repairs. 

The definition of preventive 
maintenance used by the Veterans 
Administration is: the regularly 
scheduled work, such as lubrica- 
tion, adjustment, minor part re- 
placement and necessary minor re- 
pairs, designed to keep plant and 
equipment in good operating con- 
dition. 

Preventive maintenance, al- 
though well planned, is not in 
itself a planned program of main- 
tenance, but only a part of the 
over-all planned or scheduled pro- 
gram. Industry has found that a 
well designed, properly adminis- 
tered preventive maintenance pro- 
gram yields benefits in excess of its 
cost. Therefore, such a program 
should prove to be profitable in 
hospital maintenance. The more 


Glenn R. Stevens is director, Engineering 
Service, Dept. of Medicine and Surgery- 
Operations, Veterans Administration. 
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A well designed and properly admin- 
istered preventive maintenance pro- 
gram should be a prime objective with 
every hospital engineer, the author 
states. In this article, he describes the 
basic elements of such a program and 
the results that may be achieved by it. 





mechanical equipment a hospital 
has, the more important the pre- 
ventive maintenance program be- 
comes. Highly mechanized opera- 
tions cannot serve their intended 
purpose if repairs are not made 
until “breakdown” makes it nec- 
essary. This may result in consid- 
erable “down time” as well as 
inconvenience; down time may 
even be critical. 


PROGRAM BENEFITS 


Preventive maintenance is not a 
cure-all. There are other mainte- 
nance functions with which pre- 
ventive maintenance must be in- 
tegrated. This paper will consider 
only the preventive maintenance 
function. Experience shows some 
of the returns from an effective 
preventive maintenance program 
are: 

1. Less down time for equip- 
ment and less overtime pay for 
emergency repairs. 

2. Less large-scale repairs, or at 
least longer cycles of time between 
such repairs, and less cost for mi- 
nor repairs made before break- 
downs. 

3. More dependable service and 


by GLENN R. STEVENS 


extended useful life expectancy of 
plant and equipment. 

4. Use of a minimum of stand- 
by equipment resulting in less cost- 
ly major maintenance. 

5. A means of identifying causes 
of maintenance breakdowns and 
operator abuse. 

6. Selection of better materials, 
which will result in less frequent 
major repairs. 

7. Better spare parts control and 
a lessened inventory. 

8. Improved safety protection, 
reducing “lost days” and compen- 
sation payments. 

The hospital administration may 
have to be sold on a preventive 
maintenance program. To insure 
the adoption and success of such 
a program, top management should 
be shown by factual data what can 
be saved dollarwise. This can be 
accomplished in one of several 
ways. For example, the figures of 
the past year’s total cost for break- 
down repairs can be used because 
they added to the cost of hospital 
operations. These figures should 
include the cost of any inconven- 
ience or accidents occurring from 
the breakdown. Then, the cost of 
these repairs, if they had been 
made before breakdown occurred, 
should be estimated. This will 
make quite evident how much 
could have been saved if proper 
planning and scheduling of preven- 
tive maintenance had been prac- 
ticed. 
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Basically, any preventive main- 
tenance program consists of in- 
spection and related adjustments, 
minor repair and lubrication. 

When a list of items to be in- 
spected is prepared, the engineer 
should keep in mind why he has 
to inspect them. Many points of 
inspection can be worked out 
through collaboration with the 





MOTOR OR GENERATOR RECORD CARD 
BUILDING DATE INSTALLED 





LOCATION DATE REPLACED 





APPLICATION MANUFACTURER 





| FRAME 
O ac | PHASE 

| DRIVE | BRUSHES 

| MAINTENANCE BY USER 
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BY 





J 








Fig. 1—The equipment record card recommended in the Preventive 
Maintenance Guide of the American Hospital Association. 


Since there may be some in- 
creased costs when a preventive 
maintenance program is under- 
taken, management should be ad- 
vised of both the estimated ad- 
ditional costs and savings. The 
information, if properly estimated 
and presented, may be quite im- 
pressive. After management has 
been sold on the idea, it is impor- 
tant to brief all supervisors and 
craftsmen on the program. These 
men should be given the details 
and told the advantages of such 
a program, particularly its poten- 
tiality for making their jobs easier 
and safer. 

The full benefits of a realistic and 
comprehensive preventive mainte- 
nance program cannot be realized 
at once; it takes time. Several 
years may be needed to get it 
operating fully so that maximum 
benefits can be realized. The time 
varies with the size of hospital 
and the quantity of mechanical 
equipment. As the program devel- 
ops, it may justify additional per- 
sonnel. These people will soon off- 
set the cost of more expensive jobs 
done under contract or by outside 
specialty crafts. 


TAILORING THE PROGRAM 


Economic studies are a part of 
all maintenance programs. If a 
preventive maintenance program 
is to succeed, economic conditions 
must be taken into consideration. 

No two preventive maintenance 
programs are alike, but each pro- 
gram must be developed to fit in- 
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dividual requirements because no 
two hospitals are identical in size, 
age, location, type of construction, 
equipment or treatment require- 
ments. The hospital engineer should 
not expect to find a ready-made 
program to fit his case, but he 
ought to learn the principles of 
preventive maintenance and then 
develop his own program geared 
to the needs of his particular hos- 
pital. 

It may be advisable in a large 
hospital to try out the program in 
a limited area, making it a proto- 
type for guidance in expanding the 
program to all areas of the hospi- 
tal. 


various craftsmen who regularly 
maintain the buildings and equip- 
ment. In addition, advantage should 
be taken of the manuals issued by 
equipment manufacturers because 
they are valuable guides to what 
and when to inspect. They also 
furnish valuable information on 
installing, servicing and lubricat- 
ing. The engineer should insist that 
the manufacturers furnish him 
with this source of information. 

Using this information, the en- 
gineer can prepare a check list, 
which should itemize for the in- 
spector all points to be checked on 
any given piece of equipment or in 
a building, and should also pro- 
vide space to show who made the 
inspection and when. Such a check 
list should also provide space for 
additional items that may have 
been overlooked at time of prep- 
aration. The inspector should be 
encouraged to add items that he 
thinks should be included. Check 
lists can be developed to meet 
local needs, which will keep paper 
work and inspection time to a 
minimum. 

As to frequency of inspections, 





INSPECTION & 


SERVICE RECORD FOR AIR CONDITIONING 
(FILL OUT ONE CARD POR EACH UNIT. 





BUILDING 


| UNIT NO. UF MORE THAN 
ONE UNIT 18 IN BLOG.) 





1. NUMBER 2. USE 


| 3. LOCATION 
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Fig. 2—An effective preventive maintenance program depends on ade- 
quate and well kept records. This format provides for recording 
all the necessary information gained from a periodic inspection. 
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the hospital engineer must work 
out his own timetable. Age of 
buildings, type of equipment, spe- 
cial medical programs and lo- 
cal conditions must be considered 
when preparing a periodic inspec- 
tion schedule. Helpful timetables 
may be obtained from many equip- 
ment and material manufacturers, 
but these should be used only as 
guides since they are developed 
to meet a wide range of normal 
conditions. 

Bear in mind the difference be- 
tween frequencies and schedules. 
From engineering and economic 
studies, we determine the most de- 
sirable interval for servicing a 
piece of equipment or a structure. 
Scheduling refers to the calendar 
time chosen to do a certain job. 
In other words, frequency means 
how often and scheduling means 
when. 


FREQUENCY OF INSPECTION 


When scheduling inspections, the 
engineer should remember that a 
piece of equipment may have sev- 
eral frequencies, such as daily for 
cleaning, weekly for adjustment 
and monthly for functional opera- 
tion or lubrication, etc. 

Once he has established fre- 
quency cycles, the engineer must 
continually check results and mod- 
ify inspection cycles to meet the 
operating requirements. The orig- 
inal program should be updated 
annually, making adjustments in 
frequency cycles to meet current 
conditions. 

One method of evaluating the 
success of a frequency cycle is 
comparing scheduled maintenance 
with unscheduled repairs. Too 
much unscheduled work points to 
a lack of preventive maintenance. 
A good ratio between scheduled 
and unscheduled maintenance and 
repair is eight or nine to one; i.e., 
80 to 90 per cent of maintenance 
manhours should be spent on 
scheduled work. 

In making up inspection sched- 
ules, the engineer must be aware 
of his responsibility to the using 
service to keep equipment in 
working condition when needed. 
Schedules should be developed 
with this in mind. It is recom- 
mended that inspections (1) be 
made during the day shift, which 
keeps overtime to a minimum; 
(2) be distributed throughout the 
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year to level, insofar as possible, 
the total maintenance load, and 
(3) be scheduled when possible 
during low or nonuse hours. 

Two main types of forms are 
used for schedules. These are over- 
all charts, which are large sheets 
listing all equipment and building 
areas to be inspected, and separate 
cards for each piece of equipment 
or service function. The over-all 
chart is the simpler and will serve 
smaller hospitals adequately. In 
larger and more complex hospi- 
tals, a card system, or a combina- 
tion of cards and summary charts, 
may be more effective. The guid- 
ing principle is to set down on 
paper a schedule of dates when in- 
spections are to be made. In the 
final scheduling, analyze the job 
for the skills needed and time re- 
quired. 


WHO SHOULD MAKE INSPECTIONS? 


The men best qualified for in- 
spection work are generally top- 
notch craftsmen, who have the 
ability to test, adjust and repair 
equipment and evaluate its per- 
formance. Men used principally 
for oiling and lubricating cannot 
always diagnose trouble before the 
equipment breaks down. 

When selecting inspectors, the 
engineer should take one of his 
competent craftsmen, teach him 
the philosophy of preventive main- 
tenance and instruct him in the 
paper work requirements. If he 
is properly “sold”, he will take 
hold quickly. 

At least two men should be used 
on a rotating cycle, so the same 
man inspecting the same area reg- 
ularly does not become careless or 
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Fig. 3—A preventive maintenance work sheet indicating both work to 
be done and work performed on a periodic inspection. 
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tend to bypass some inspections 
because of his familiarity with the 
equipment and plant. This ar- 
rangement also provides relief if 
a man is absent. Larger hospitals 
need more men, but it is wise to 
have a well trained understudy 
always available. The hospital en- 
gineer should spot check these in- 
spectors from time to time on the 
job. 

In some cases, it may be neces- 
sary to divide the inspection duties 
among the different crafts to in- 
sure that experienced and well 
qualified men are inspecting com- 
plex equipment. Inspectors should 
be instructed as to how far they 
should go in making adjustments 
or repairs. This is generally es- 
tablished by the time required. 
For example, any repair requiring 
more than one hour should be re- 
ported and picked up on a work 
order. 

If the inspector does not include 
lubrication with his inspection, but 
leaves it to “oilers”, then these 
oilers should be instructed to in- 
spect and report, insofar as they 
are capable, on conditions as they 
find them. This is a double check 
and, if properly scheduled, may 
relieve the inspector of making 
some of the scheduled inspections. 
In such cases, the inspector should 
make spot checks from time to 
time. 

Building and structure inspec- 
tions vary somewhat and should 
always be made by men compe- 
tent to detect structural defects; 
familiar with carpentry, painting 
and masonry repairs, as well as 
sheet metal and roofing mainte- 
nance. Not to be neglected in the 
preventive maintenance program 
are roads, walks, manholes, guard- 
rails, poles, signs, shrubbery, trees, 
etc. In these areas, the inspector 
can do little more than report his 
findings and follow through with 
work orders. 

An important part of preventive 
maintenance inspection is the fol- 
low-up of information furnished 
in the reports. Is the condition 
serious and what priority should 
it receive? Is the inspector kept 
informed of this so that his next 
report will reflect conditions cor- 
rectly? 

The inspector should be encour- 
aged to make suggestions and rec- 
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ommendations on how to improve 
the inspection and adjustment 
work. These may include changes 
in time schedule, tools, route and 
frequency, or a new procedure to 
improve safety. 


PAPER WORK AND FORMS 


Many engineers wonder how 
much added paper work a preven- 
tive maintenance program entails. 
Paper work should not be burden- 
some; it should be sufficient to 
furnish the information needed to 
carry out the program, but not 


information just for information’s 
sake. 

Paper work naturally creates 
work for clerks. This work often 
can be integrated with other cleri- 
cal work and need not become 
burdensome. In large hospitals, ad- 
ditional clerical assistance may be 
required, but only if the paper 
work justifies itself by showing 
genuine usefulness. Preventive 
maintenance reports and records 
(See Figs. 1 and 2, page 85) must 
be kept up to date if they are to 

(Continued on page 103) 








For POWER ASSURANCE 
specify a SURE] POWER generator set 


Have complete peace of mind — know you are really protected 
in case of power failure. Choose Sure-Power from Allis-Chalmers 
— the manufacturer who engineers and builds all major 
components for complete, factory-matched engine generator sets. 


The POWER ASSURANCE these sets give you is backed by: 
. Allis-Chalmers’ world-wide reputation for building engines and 
electrical equipment of outstanding quality, 
. The extra reliability of having components that are factory- 
matched — right from the drawing board, and 
. The added measure of protection that comes from single-manu- 


facturer responsibility. 





Call in your Allis-Chalmers dealer for help in analyzing your needs 
and choosing the right set, or write direct. Allis-Chalmers, Milwaukee 1, 


Wisconsin. 


BG-43 


Columbus Receiving Hospital, Columbus, Ohio, and the 
battery of Allis-Chalmers Sure-Power generator sets that 
provide dependable stand-by power. 








Practical approach to consents 


CONSENT MANUAL. James E. Ludlam. 
San Francisco, California Hospital 
Association, 1960. 56 pp. $4. 


A hospital administrator from 
back East—perhaps Arizona—has 
remarked, “In California they run 
hospitals out of the law book!” 
This may be the book. 


took neviews 


also: 


Attorney Ludlam, counsel for 
the California Hospital Association 
and a full-time practitioner of the 
growing, albeit nebulous, specialty 
of hospital law, has prepared the 
text and compiled sample forms, 
which are consonant with current 
California law. The pages are loose 
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Nursing the ‘whole’ patient 


leaf and may be removed and re- 
placed when changes in law or 
hospital practice indicate. Thus, 
this work may be kept up-to-date 
quite readily. 

The manual is intended as an 
aid to hospital administration, as 
well as to admitting and nursing 
personnel. It is simple, direct and 
rarely equivocal. It identifies the 
situations which can be handled 
routinely and those which neces- 
sitate ad hoc treatment. 

The forms are admirably adapted 
to the needs of California hos- 
pitals, but forms approved by 
the American Hospital Association 
or by a state agency are also rec- 
ommended if they satisfy require- 
ments, for this manual is intended 
to be fully practical. Some forms 
are uncommon items, reflecting the 
pioneering experience of Califor- 
nia hospitals in many areas of 
legal liability. Others are stimu- 
lated by unusual features of Cali- 
fornia law. 

For these reasons, the manual 
must be used with care in other 
states. The hospital’s attorney, or 
counsel for a hospital association, 
should examine the forms and as- 
certain whether they are consist- 
ent with local law. Most forms and 
suggested practices will probably 
be found acceptable among Amer- 
ican hospitals in their present 
wording, however. 

The reader may be nonplussed 
by a collection of 24 forms and 69 
pages of text (although the type is 
large and double-spaced and the 
margins are wide), but he must 
recognize that the manual contains 
in painless prose the condensation 
of a wealth of information, legal 
and administrative, and the distil- 
lation of much experience gained 
through considerable unpleasant- 
ness. Embarrassment and expense 
can be diminished, if not avoided, 
by adopting or adapting the proce- 
dures and consent forms suggested 
for hospital use in this work. Plac- 
ing a copy of the manual at each 
nursing station could prove to be a 
beneficial practice.—ARTHUR H. 
BERNSTEIN. 
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Nursing the ‘whole’ patient 


SOCIAL SCIENCE IN NURSING. Frances 
Cooke Macgregor. New York, 
Russell Sage Foundation, 1960. 
354 pp. $5. 

For several years, professional 
nurses have recognized that nurs- 
ing the “whole” patient is a con- 
cept taught in the classroom, but 
seldom achieved in the clinical 
situation. The author has success- 
fully brought together and for- 
malized what nurses have been 
concerned about for sometime: 
“How can one meet total patient 
needs in spite of the continuing 
and increasing demands upon pro- 
fessional nurses’? 

The central theme of the book 
is: “If the needs of patients are to 
be met in as comprehensive a 
fashion as_ possible, knowledge 
from the social sciences must sup- 
plement that from the physical and 
biological sciences and from psy- 
chiatric theory.” This knowledge 
is requisite for physicians, nurses 
and other professional groups 
working with patients. 

The author, a medical social sci- 
entist, provides a rationale for in- 
corporating the social sciences into 
nursing. An initial approach is 
undertaken to demonstrate the 
practicality and significance of so- 
cial science findings for furthering 
the understanding of the individual 
patient. 

A detailed description is in- 
cluded of an experiment in apply- 
ing the social sciences to nursing 
education and clinical practice and 
of the effects of the experiment 
upon nursing and the care of pa- 
tients. The experimental project in 
the application of the social sci- 
ences to nursing education and 
patient care conducted at Cornell 
University—New York Hospital 
School of Nursing serves as a use- 
ful guide for schools of nursing and 
social scientists whose collabora- 
tive goals and objectives are simi- 
lar. 

A frank discussion of the role 
of the physician and of what is 
needed for better understanding of 
patients by physicians is included. 

This book is primarily designed 
and written for nurse educators, 
administrators, practitioners and 
nursing students. It should also be 
useful to physicians and members 
of allied health professions who are 
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seeking ways to improve patient 
care, Parts two and three will be 
particularly useful to the social 
scientist interested in working in 
the fields of medicine and health. 

Important topics in the social 
sciences are dealt with in a way 
that is suggestive rather than com- 
prehensive. If the treatment of 
basic social science concepts seems 
superficial, the reader will find 
well documented references from 
the behavioral sciences and also 
references to helpful sources, 
which are indexed by area. Many 











illustrative examples drawn from 
the fields of nursing and psychiatry 
are included. 

Most important to the nurse is 
that if she has depth in the social 
sciences, she can at last give depth 
and meaning to the words “com- 
passion” and “understanding” as 
she works with her patient.—FAYE 
G. ABDELLAH, assistant chief, Re- 
search Grants and Fellowship 
Branch, Division of Nursing Re- 
sources, Public Health Service, 
Department of Health, Education, 
and Welfare, Washington 25, D.C. 
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fersonnel changes 


@ Ann Bland has been appointed as- 
sistant administrator of Baptist 
Hospital, Pensacola, Fla., succeed- 
ing Richard E. Holladay who was ap- 
pointed administrator of Memorial 
Hospital, Panama City, Fla. Miss 
Bland, a graduate of the North- 
western University program in 
hospital administration, was for- 
merly assistant administrator at 
Memorial Hospital, Sarasota, Fla. 
She had previously served in the 
hospital construction division of 
the Florida Development Commis- 
sion. 


@ Lyle W. Byers has been appointed 
assistant administrator of Man- 
hattan Eye, Ear and Throat Hospi- 
tal, New York. Mr. Byers is a 
graduate of the School of Public 
Health of the University of Pitts- 
burgh and served his administra- 
tive residency at New England 
Center Hospital, Boston. 


@ George H. Cowen Jr. has been ap- 
pointed administrator of Wadley 
Hospital, Texarkana, Tex. A gradu- 
ate of the University of Minnesota, 
Minneapolis, course in hospital ad- 
ministration, Mr. Cowen was pre- 
viously assistant administrator of 
Northwest Texas Hospital, Ama- 
rillo, Tex. 


@ David DeBacker has been appointed 
director of the Gulf Coast Medical 
Foundation, Wharton, Tex. In his 
new position he will assume ad- 
ministration of a 75-bed hospital 
now under construction. Since 
1956, Mr. DeBacker has been on 
the staff of St. Joseph Hospital, 
Fort Worth, Tex., the last two 
years as associate administrator. 


@ Albert Dicker has been appointed 
assistant director of Jewish Hos- 
pital, Brooklyn, N.Y. He had been 
administrative assistant at that 
hospital for the past four years. 
Mr. Dicker holds a master’s degree 
in business administration from 
City College, New York. 


@ Peter M. Fronizer has been ap- 
pointed assistant administrator of 
Fisher-Titus Memorial Hospital, 





Norwalk, Ohio. He is a graduate of 
the Northwestern University pro- 
gram in hospital administration 
and completed his administrative 
residency at Doctors Hospital, 
Cleveland Heights, Ohio. 


@ Clifford R. Rostomily has been ap- 
pointed director of administrative 
services at Chil- 
dren’s Hospital, 
Columbus, Ohio. 
He had been 
administrator 
of Lawrence 
County General 
Hospital, Iron- 
ton, Ohio, and 
previous to that 
was associated 
with Cincinnati 
General Hospi- 
tal. Mr. Rostomily is a graduate of 
the University of Minnesota course 
in hospital administration. 


MR. ROSTOMILY 


@ John H. Schill has been promoted 
from administrative assistant to 
assistant administrator of Baptist 
Hospital, Pensacola, Fla. He is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration and served his resi- 
dency at Baptist Hospital. 


@ Robert Vitello has been appointed 
assistant administrator of St. Mar- 
garet Memorial Hospital, Pitts. 
burgh. A graduate of the University 
of Minnesota program in hospital 
administration, Mr. Vitello com- 
pleted his residency at Strong 
Memorial Hospital, Rochester, N.Y. 


@ Emanuel Weisberger has accepted 
the position of executive director 
of Beverly Hills 
Doctors Hospi- 
tal, Los Angeles, 
ending a tem- 
porary three- 
year retirement. 
Prior to his re- 
tirement, Mr. 
Weisberger 
served for 14 
years as a hos- 
pital adminis- 
trator. He is a 
past president of the California 


MR. WEISBERGER 


Hospital Association and of the 
Hospital Council of Southern Cali- 
fornia. 


Special Notes 

p Julius H. Ruffer, superintendent of 
buildings and grounds at Ravens- 
wood Hospital, Chicago, was named 
“Employee of the Year” at a 
dinner the hospital recently held 
for its employees. He received a 
plaque, a cash award and a week’s 
vacation from the hospitai’s medi- 
cal staff, which established the 
award this year. Mr. Ruffer was 
cited as the employee who “best 
exemplifies an attitude of progress 
and creativeness’, having rede- 
signed and adapted various items 
of surgical and other equipment 
for use in the hospital. 


p John M. Stagl, assistant adminis- 
trator of Passavant Memorial Hos- 
pital, Chicago, has been named the 
recipient of the second Frederick 
C. Morgan Individual Achievement 
Award presented annually to the 
outstanding hospital accountant in 
the nation by the American Associ- 
ation of Hospital Accountants. Mr. 
Stagl is a past president of AAHA 
and has been a member of ac- 
counting committees for the Chi- 
cago Blue Cross Plan, the Chicago 
Hospital Council and the Illinois 
Hospital Association. He has been 
e lecturer at the Northwestern 
University program in hospital ad- 
ministration and has served on 
committees of the American Hos- 
pital Association. 


Deaths 


former assistant 
administrator of Emergency Hos- 
pital of the Diocese of Buffalo 
(N.Y.), died August 17 after a 
brief illness. At the time of her 
death she was supervisor of medi- 
cal and surgical nursing units at 
Sisters of Charity Hospital, Buf- 
falo. Sister Rosaria began her hos- 
pital career in Virginia and served 
as administrator of hospitals in 
Detroit; Albany, N.Y.; Philadel- 
phia and Baltimore before coming 
to Buffalo. 


Sister Rosaria, 


HOSPITALS, J.A.H.A. 





For Hospitals, Institutions, Public Places... 


New Colgate 
SPOT DISINFECTANT 
SPRAY 


permachem 


KILLS ON CONTACT MOST BACTERIA and FUNGI 
That Can Cause Infection, Odors, Mold and Decay with 


Long-Lasting Antiseptic Effectiveness! 


Now you can supplement your hospital’s aseptic program 
with this new spot disinfectant spray. It can be used to 
disinfect hard-to-get-at objects and surfaces not readily dis- 
infected by ordinary methods. 

Because it kills most bacteria and fungi that cause them, 
it stops odors where they start before they start . . . kills 
or inhibits mold growth . . . prevents mildew. 

To help prevent the spread of disease-causing germs, keep 
COLGATE SPOT DISINFECTANT SPRAY handy for on- 
the-spot emergency disinfection. 


Hospital Tested ! Saté On Surfaces / Non-Staining ! 





- HOSPITAL USES INCLUDE: 
_ Soiled Linen & Hampers  Spillage on Floors 
Bed Pans & Urinals « Storage Containers & Closets 
: Patients’ Clothing - Upholstery, Draperies 
Drawers & Shelves « Toilets - Shoes & Slippers, etc. 


Available in 1-lb. Spray Containers only. Packed 12 to the case. 


Write for prices today! 





ASSOCIATED PRODUCTS DIVISION 


COLGATE-PALMOLIVE COMPANY 


300 Park Avenue, New York 22, N.Y. 





OCTOBER |, 1960, VOL. 34 


pecmacte 


PREVENTS we 
mus ON 

‘ BACTERIA io 
oe esa ond 1G Pe 
: LONG? ue 








ae ae pite 
Pe antiveptic * 


Contains 


3 POWERFUL INGREDIENTS 
Tributyl Tin Oxide 
Dialky! Dimethyl! Ammonium Chloride 
Salicylic Acid 


KILLS ON CONTACT 


Staphylococcus Aureus 
(A Gram-Positive-Type Bacteria) 
Salmonella Choleraesuis 
(A Gram-Negative-Type Bacteria) 
Trichophyton Interdigitale (Fungus) 


Kills most 
bacteria that 
Cause offensive 
sickroom odors. 


Inhibits growth 
of bacteria, 
molds and fungi 
on bedding, 
upholstery. 


bacteria in 
waste receptacles, 
Reduces odors. 





WASHINGTON REPORT 








86th Congress Sets Good Health Record 


Balanced against action in other fields, hospital 
and health measures fared quite well in the second 
session of the 86th Congress. Major bills, covering 
a range of important programs, finally won approval 
in the concluding post-convention August session. 

As was inevitable in a presidential election year, 
the Congressional record was immediately put before 
the people for a mandate in the November polls. The 


top political health issue is aged care, with the 
Democratic candidates arguing for social security 
financing and the Republican candidates contending 
that a voluntary federal-state program is needed. 
In the meantime, the following new key health laws 
promised continuing progress in the hospital-medical 
field. 


THESE NEW 
LAWS 


Aged Health 
Care. P.L. 86- 
778. 


Hill-Burton 
Funds. P.L. 86- 
703. 


WITH THESE PROVISIONS 





Incorporated in the Social Security Amend- 
ments of 1960, this is a new federal-state 
public assistance program effective October 
1, 1960 and providing two things: (1) in- 
creased federal funds for health care of the 
aged on public assistance and (2) new 
federal funds for health care of the over- 
65 medically indigent. The formula for 
federal payments is an added 15 per cent 
on existing grants, and for the new grants 
a 50-to-80 per cent ratio for the poorer to 
richer states. For the public assistance 
phase, the formula applies to vendor med- 
ical payments up to $12. For the medically 
indigent phase, it applies to total cost of 
benefits. Each state is free to decide 
whether it will participate in the plan for 
the medically indigent and, if it decides 
affirmatively, to set its own definition of 
who can be classified as medically indi- 
gent. Among the services which the law 
specifies may be covered are inpatient hos- 
pital, skilled nursing home, physicians, 
outpatient hospital or clinic, home health 
care, private duty nursing and a wide 
range of related health care services. 


Matching last year’s funds, $186.2 million 
was appropriated for the Hill-Burton pro- 
gram for fiscal year 1961. The President’s 
budget request had been $126.2 million. 
The amount appropriated represents a 
compromise between the House figure of 
$150 million and the Senate recommenda- 
tion of $211.2 million, which would have 
been the full amount previously set by 
Congréss in authorization legislation. Ar- 
guing for the higher sum, Hill-Burton co- 
author Senator Lister Hill (D-Ala.) had 
contended that at least $806 million was 
required to meet actual needs. 





WILL MEAN THIS 





This legislation will afford states assistance 
and financial inducement to improve health 
care programs for the needy and medically 
needy aged. For the first time, it offers 
to states with meager old-age assistance 
programs a more favorable federal match- 
ing ratio for health care than for cash 
assistance to the indigent, running in some 
cases as high as four federal dollars for 
every state and local dollar of expenditure. 
This should encourage initiation of new 
vendor payment programs and improve- 
ment of some very limited ones. In states 
with adequate programs for the needy, 
liberal federal matching becomes avail- 
able for health care of medically indigent 
aged, with wide choice left to the states 
in regard to eligibility, scope of services 
provided and payment to providers. If all 
states should eventually take reasonably 
full advantage of this amendment, health 
care might become available to three- 
fourths or more of the aged, at a cost 
estimated at $600 million in state and local 
and $900 million in federal expenditures. 


Allocations are the same as under last 
year’s funds: $150 million for basic hos- 
pital construction under Part C of the 
Hill-Burton program; $35 million under 
Part G, divided into $7.5 million for diag- 
nostic and treatment centers, $7.5 million 
for hospitals for the chronically ill and 
impaired, $10 million for rehabilitation 
facilities and $10 million for nursing 
homes. The $1.2 million balance is for 
hospital research. During fiscal year 1960, 
384 projects were approved under Hill- 
Burton, providing 16,359 hospital beds and 
102 health units. 
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THESE NEW 
LAWS 


Housing for 
Elderly. P.L. 86- 
626. 


NIH Research 
Funds. P.L. 86- 
703. 


Institutional 
Research 
Grants. P.L. 86- 
798. 


WITH THESE PROVISIONS 





Congress appropriated $20 million out of 
the $50 million authorized for the program 
of housing for the elderly authorized in 
the 1959 Federal Housing Act, providing 
for direct federal loans to nonprofit or- 
ganizations for rental housing for senior 
citizens. The initial interest rate is 3% 
per cent. 


The 1961 fiscal year funds for National In- 
stitutes of Health research are $560 mil- 
lion, which was a compromise figure be- 
tween the House sum of $455 million and 
the Senate’s $664 million. Last year’s ap- 
propriation was $400 million, which was 
the sum requested by the President this 
year. The legislation also sets a 15 per cent 
ceiling on overhead costs relating to NIH 
research. 


An amendment to the Public Health Serv- 
ice Act, this legislation authorizes general 
support grants to hospitals, universities, 
laboratories and other public or nonprofit 
institutions for research and research 
training. 
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WILL MEAN THIS 





The Housing and Home Finance Agency 
is now accepting applications for loans for 
both new construction and rehabilitation. 
Projects are generally limited to from 
eight to 50 units. Age requirement for 
project occupants is a minimum of 62 
years for a single individual or one of a 
married couple. 


The increase in the new funds will permit 
expansion of key research programs. 
Nearly $20 million more than last year 
was appropriated for cancer research; more 
than $30 million was added for mental 
health; $24 million for heart, and nearly 
$39 million more than last year was voted 
for general research and services. The 
Senate opposed the 15 per cent ceiling on 
overhead costs and will probably reini- 
tiate that fight next year. 


Grants can now be made for general sup- 
port of institutional research programs in- 
stead of for only individual specific proj- 
ects. Expenditures for each NIH program 
may exceed the original grant by 15 per 
cent for justified cost; that 15 per cent 
will then be added to the sum previously 
allowed for the project. 





SOMETHING New HAS HAPPENED 
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MODEL NO. 100—Complete with all 
standard equipment 
MODEL NO. 200—Complete with all 
standard equipment plus sump drain 
$1213.00 
MODEL NO. 300—Complete with all 
standard equipment plus center drain and 
downdraft exhaust system through ped- 


PRICE 


Schedule 


MODEL NO. 400—Complete with all 
standard equipment plus center drain, 
sump drain and downdraft exhaust system 
through pedestal $1692.00 
HYDRAULIC LIFT ON ALL TABLES $400.00 
DISPOSAL ON ALL TABLES $432.00 


PURCHASE DIRECT FROM FACTORY 


IJudustrial Metal Fiatures 


9997 HEMPSTEAD RD. HOUSTON, TEXAS 
Phone OVerland 6-3705 
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THESE NEW 
LAWS 


Health Insur- 
ance for Retired 
Federal Em- 
ployees. P.L. 86- 
724. 


intern, Student 
Nurse Housing. 


P.L. 86-788. 


Health Re- 
search Facili- 
ties. P.L. 86-703. 


WITH THESE PROVISIONS 





Patterned on the health insurance program 
provided for working federal employees 
in 1959 legislation, this new law will bene- 
fit former federal employees who retired 
or whose survivor annuities began before 
the July 1960 effective date of the first 
law. The federal government will con- 
tribute up to $6 a month for a family 
enrollment or $3 a month for a self-only 
enrollment toward costs of health benefits 
coverage in a uniform government-wide 
plan or an existing nongovernmental plan. 
July 1, 1961 is the effective date. Survivor 
annuitants may also be covered. 


Tacked on in Congress’ closing hours to a 
completely unrelated House joint resolu- 
tion, this legislation provides $50 million 
to continue the program of housing for 
interns, residents and student nurses. 


A new appropriation of $30 million was 
made for the Health Research Facilities 
Construction Act, which includes hospital 
construction. This is the same sum as that 
appropriated for the program last year; 
the President’s budget request this year 
was $25 million. 


WILL MEAN THIS 





It is expected that approximately 415,000 
persons will benefit by this new law. 
Their eligibility will be determined by a 
check of retirees’ records. Eligible annui- 
tants will be notified in time sufficient to 
register prior to the July 1, 1961 starting 
date. The Civil Service Commission will 
contract for the uniform government-wide 
plan, then announce cost and benefit de- 
tails. The new program will permit cov- 
erage now unobtainable because of age, 
disability and other reasons. Federal costs 
for the program’s first year are estimated 
at between $15 and $25 million. 


The legislation guarantees continuation of 
the health-vital housing program for a 
third year. Since only $25 million was 
made available in each of the first two 
years, the new funds also mean program 
expansion. 


First projects under the fiscal year 1961 
funds have already been approved by the 
U.S. Public Health Service. Out of a total 
of nearly $22 million dollars, nearly $8 
million or about 36 per cent is going into 
hospital research facilities construction 
and equipment projects. 
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THE LAW IN BRIEF 








Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Improper Consent and Malpractice 


Obtaining consent for treatment, especially for sur- 
gery, is usually the function of hospital personnel. 
The protection afforded by a valid authorization to 
operate is for the primary benefit of the surgeon. In 
those states where the law does not recognize chari- 
table immunity from liability for negligence, the 
consent form also constitutes assurance for the hospi- 
tal and its personnel. 

Without a proper prior consent, persons who par- 
ticipate in surgery or other “touching” of the patient 
are subject to civil or criminal action on grounds of 
assault and battery. This would be the situation even 
if the treatment were desirable. 

The amount of damages that might be recovered 
in such a case could be substantial, especially if the 
treatment were unsuccessful. In this circumstance, 
proof of negligence would be unnecessary. The plain- 
tiff need only show that his person was violated with- 
out appropriate authorization and that he was harmed 
as a consequence. 


MALPRACTICE WITHOUT NEGLIGENCE 


Were he suing on the theory of negligence or mal- 
practice, the patient would have to show not only the 
extent of his physical, personal and economic harm, 
but also that the defendants failed to conduct the 
treatment in accordance with the standard of care 
applicable to such cases in the same general com- 
munity. Unless by some principle of law a presump- 
tion of negligence applied, a qualified medical expert 
would be required to testify as to the proper stand- 
ards, and he might be difficult to obtain as a witness 
against a defendant physician. Hence, there is a con- 
siderable advantage to a litigant who is allowed to 
show injury without having to prove negligence, or 
who is permitted by the court to prove negligence 
without resort to expert testimony. 

Two state supreme court cases have beclouded the 
distinctions between malpractice (negligence com- 
mitted by a professional) and battery (unauthorized 
touching). These courts have ruled that failure to 
properly inform the patient of the hazardous conse- 
quences of a particular treatment constitutes mal- 
practice, not assault and battery. In one situation, 
cobalt irradiation therapy for cancer was involved; 
the other concerned fractures resulting from insulin 
shock treatment. 

The Missouri court stated in Mitchell v. Robinson, 
334 S.W. 2d 11 (Mo. 1960): 

“There was no emergency here, it was not even 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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claimed that (patient) was critically or danger- 
ously ill and that immediate spectacular treat- 
ment was imperative ... when he came to the 
doctor he was not mentally incompetent or in 
delirium, he had some understanding of his prob- 
lems and the need for treatment . . . the doctors 
owed their patient in possession of his faculties 
the duty to inform him generally of the possible 
serious collateral hazards; and in the detailed cir- 
cumstances there was a submissible fact issue of 
whether the doctors were negligent in failing to 
inform him of the dangers of shock therapy.” 

In the Kansas opinion, Natanson v. Kline, 350 P. 2d 
1093 (Kan., 1960) the patient acknowledged her prior 
consent to the treatment which caused her injuries, 
but alleged that the nature and consequence of the 
incidental risks were not properly explained to her. 
Since the consent to authorize treatment must be 
“informed consent” of the patient, the court con- 
cluded that ordinarily full disclosure of inherent 
dangers of the treatment would be a prerequisite to 
an informed consent. 

The court noted that in some instances a complete 
disclosure of all possible consequences of the treat- 
ment could so alarm the patient as to constitute bad 
medical practice. It commented: 

“There is probably a privilege, on therapeutic 
grounds, to withhold the specific diagnosis where 
the disclosure of cancer or some other dread dis- 
ease would seriously jeopardize the recovery of 
an unstable, temperamental or severely depressed 
patient. But in the ordinary case there would ap- 
peir to be no such warrant for suppressing facts 
and the physician should make a substantial dis- 
closure to the patient prior to the treatment or 
risk liability in tort. 

* * * 

“How the physician may best discharge his 
obligation to the patient in this difficult situation 
involves primarily a question of medical judg- 
ment. So long as the disclosure is sufficient to 
assure an informed consent, the physician’s choice 
of plausible courses should not be called into the 
question if it appears, all circumstances consid- 
ered, that the physician was motivated only by 
the patient’s best therapeutic interest and he pro- 
ceeded as competent medical men would have 
done in a similar situation.” 

The Kansas ruling, over the dissent of two justices, 
stated that if the irradiation treatment was not given 
with the informed consent of the patient, the physi- 
cian who failed in his obligation to enlighten his 
charge would be guilty of malpractice ‘no matter 
how skillfully the treatment may have been admin- 
istered”. Thus the patient may prove malpractice 
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without showing error in medical ministrations, if 
consent was not “informed”—a new development in 
the field of malpractice law. 


WHO SHOULD EXPLAIN? 


In both Missouri and Kansas, voluntary nonprofit 
hospitals enjoy charitable immunity from tort lia- 
bility. Therefore, these cases did not involve hospital 
defendants and do not present a new legal risk for 
them. In those states where hospitals are liable for 
negligence, there is a major unresolved question as 
to who is responsible for informing the patient of the 
full consequences of the surgery or treatment—hos- 
pital employees or attending physician. While one 
may presume the physician to be the proper party to 
explain the risks of treatment, it cannot be assumed 
with assurance that hospital personnel are without 
some duty in this delicate situation. 

The previously discussed cases involved treatment 
followed by untoward results. Another kind of un- 
authorized procedure situation is one where the re- 
sult is perfect, but damages nevertheless are awarded 
to the patient. This would occur when the procedure 
goes beyond the authorization. 

Rogers v. Lumbermans Mutual Casualty Co., 119 
So. 2d 649 (La., 1960) resulted in an award of $4100 
in damages to a woman (and to her co-plaintiff 
husband) on grounds of assault and battery. She con- 
sented to an appendectomy, but the physician defend- 
ants performed a total hysterectomy. The surgeon-in- 
charge testified that removal of the female organs 
was good surgical procedure under the circumstances 
although no emergency existed. 


SUCCESSFUL SURGERY NO DEFENSE 


The court concluded that regardless of the success 
of the operation the defendants were liable for com- 
mitting assault and battery. Whether the hysterec- 
tomy was desirable or not, the patient had not con- 
sented to it, nor had her husband authorized the 
additional surgery. The patient had shown a desire to 
have children, also, and this was made impossible by 
the operation. The patient had a right, in absence of 
an emergency, to determine for herself whether she 
wished to forego the ability to bear children. 

The consent form signed by the woman, similar to 
some used in contemporary practice, was “so ambigu- 
ous as to be almost completely worthless,” the court 
declared. This bears out the counse! of many hospital 
legal authorities: the consent to operate must de- 
scribe the operation, although it may be in brief, 
nontechnical terms. A general consent to perform 
whatever surgery the doctor thinks advisable would 
be expected to provide little protection to surgeon or 
hospital if, for example, the result is unsatisfactory, 
the surgery proves to have been unnecessary, or the 
reproductive ability of the patient is hampered. 


CONSENT MAY BE IMPLIED 


The necessity of a consent form is primarily to es- 
tablish proof of the authorization. The actual consent 
may be oral, or implied, but if it is not in writing, the 
fact of consent is more difficult to establish. An 
emergency carries with it an implied consent. A pa- 
tient’s submission to treatment at a time when he is 
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mentally and physically competent usually constitutes 
consent also, providing the procedure is relatively 
simple and one during which untoward effects are 
unlikely if properly performed. A recent New York 
case is illustrative. Grady v. Russell (Sup. Ct. N.Y. 
County, Sp. and Tr. Term, Pt. 21, reported in New 
York Law Journal for May 20, 1959, p. 12). 

The husband of the deceased sued as her repre- 
sentative on a theory of assault and battery. Doctor 
Harvey had been called in by the patient’s attending 
physician and removed tissue from a lymph node 
in order to perform a biopsy. Evidence showed that 
Doctor Harvey saw the patient the day preceding 
conduct of the procedure, and spoke to her about it 
on two occasions. She was conscious and knew that 
some incision on her neck was to be performed. The 
court concluded, in dismissing the action on the merits: 

“Consent for surgical procedures need not be 
in writing. It may be shown, as by the evidence 
here, that the patient while conscious voluntarily 
submitted without objection to the procedure she 
was told would be performed.” 

The fact that this matter was litigated indicates 
the advisability of obtaining a signed consent to pro- 
cedures, after explaining to the patient or his repre- 
sentative the consequences of the treatment. 


City Hospitals Retain Immunity in Colorado 


The Colorado Supreme Court has been closely di- 
vided in its recent opinions involving hospitals. The 
conclusion that voluntary nonprofit hospitals are ex- 
cluded from the provisions of the Colorado Labor 
Peace Act was by 5-2 vote, but on consideration of a 
motion for a rehearing, one justice changed his posi- 
tion and the ultimate score was 4-3. See HOSPITALS, 
J.A.H.A., March 16, 1960, p. 152. 

By a similar narrow margin, the court ruled that 
municipal hospitals are not liable for the negligence 
of their personnel. In this case, the injured child had 
been burned while she was a patient in the Denver 
General Hospital, a city-owned institution. In the 
suit brought by the mother, it was contended that 
improper use of a steam vaporizer caused her daugh- 
ter to be so badly burned that she became blind, deaf 
and mentally incompetent. At the trial, the city as- 
serted that the child, a charity patient, although 
burned while in the hospital, actually suffered per- 
manent disabilities as a result of congenital conditions 
existing at birth. The verdict was a judgment for the 
plaintiff in the sum of $35,000. 

On appeal, the state supreme court, in reversing the 
lower court, concluded that the operation of a hospi- 
tal by the city is a governmental function, and went 
on to say: 

“It is firmly settled law that a municipality is 
not liable for the acts of officers or employees 
committed by them in the discharge of functions 
which are governmental in nature.” 

City and County of Denver v. Madison, 351 p. 2d 826 
(1960). 

This action reaffirms a 1947 opinion of the same 
court holding that city and county hospitals perform 
governmental activities and are thus immune from 
liability for the negligence of their agents and servants. 
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Eleven Lederle antigens . .. produced to definitive quality 
FOR y H F specifications. For use in either (1) rapid quantitative 
slide test screening or (2) confirmatory tube-test identi- 
fication. 
[) IAG N OS | S () - Brucella Abortus Antigen 
Proteus OX19 Antigen 
Salmonella Group A Antigen (Somatic I, II, XII) 
F F B R | a F Salmonella Group B Antigen (Somatic I, IV, V, XII) 

Salmonella Group C Antigen (C,, C,) (Somatic VI, VII, 
VIII) 

[) | S FAS ES SalmonellaGroup D Antigen (Somatic IX, XII) (Typhoid O) 
Salmonella Group E Antigen (E,, E2, E3) (Somatic III, 
X, XV) 
Paratyphoid A Antigen (Flagellar a) 


Paratyphoid B Antigen (Flagellar b) 

Paratyphoid C Antigen (Flagellar c, 1, 5) 

Typhoid H Antigen (Flagellar d) 

LEDERLE—A WIDE RANGE OF DIAGNOSTIC ANTI- 
GENS...MEDIA...SERUMS...EXTRACTS...FOR 
LABORATORY AND CLINIC 


Now available—‘DIAGNOSTIC AGENTS for Laboratory and Clinical Use’’. 
New 64-page booklet describes Lederle diagnostic products in detail with 
step-by-step explanation of technics. Send for your free copy today. 


For further information, contact the Lederle Representa- 
tive through your hospital pharmacy or write: 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Supreme Court Upholds Hospital Board 
on Closed Staff for Radiologists 


The Supreme Court of Minnesota upheld in August the governing board 
of Virginia Municipal Hospital, Virginia, a city hospital, in its efforts to 
maintain a closed staff in the radiology department. O. E. Benell, M.D., 
was unsuccessful in bringing an appeal to compel the hospital to allow 
him to practice radiology in the hospital on an “open staff’’ basis. 


Testimony presented before the 
trial court by Ray Amberg, direc- 
tor of University of Minnesota 
Hospital and past president of the 
American Hospital Association, 
and by others convinced both 
courts that the resolution of the 
hospital governing board restrict- 
ing Dr. Benell’s practice of radi- 
ology in the hospital was rea- 
sonable, consistent with the 
prevailing arrangements in most 
United States hospitals, and not 
arbitrary. 

Dr. Benell had been the hospital 
radiologist, but this arrangement 
was terminated when he refused 
to sever relations with a local 
clinic. Because the hospital did not 
wish its radiologist to be faced 
with the possibility of divided 
loyalties, it engaged another radi- 
ologist, Abraham Alpert, M.D., to 
head the radiology department. Dr. 
Benell, as a member of the medical 
staff, was allowed to be called in 
consultation by other members of 
the medical staff to interpret x- 
rays taken under the supervision 
of Dr. Alpert. However, for the 
administration vf x-ray therapy, 
Dr. Benell could only consult, 
while Dr. Alpert administered the 
therapy. Compensation for Dr. 
Benell’s services was to come di- 
rectly from patients. 

Minnesota’s highest court re- 
stricted itself to determining 
whether the hospital’s resolution 
restricting Dr. Benell’s activities 
was a reasonable administrative 
action. The court would not sub- 
stitute its judgment on this matter 
of policy unless it was compelled 
to hold that the board’s action was 
unreasonable and arbitrary. Since 
evidence indicated that the hospi- 
tal’s action was in accordance with 
the practice adopted by most hos- 
pitals and advocated by the Ameri- 
can College of Radiologists, the 
high court upheld the trial court’s 
conclusion that the resolution was 
justified. 
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The opinion of the supreme court 
was written by Justice Thomas 
Gallagher, and there was only one 
dissent, by Justice Frank T. Gal- 
lagher. The latter felt that the hos- 
pital board’s resolution invaded 
the patient’s right to select his 
own physician, and that recipients 
of old age benefits in Minnesota 


would not be given the oppor- 
tunity, provided by state statute, 
to choose their physician. The dis- 
senter further expressed fear that 
socialized medicine would gain 
ground if public hospitals made it 
a practice to hire physicians and 
practice medicine through them. 
The majority held that the pa- 
tient’s choice of attending physi- 
cian—the practitioner who decides 
what radiological services or treat- 
ment will be administered—is un- 
affected, thus preserving the free 
choice of physician. The specialized 
training necessary for radiologists, 
and the serious medical, moral and 
legal consequences to the hospital 
of incompetent administration of 
radiological services and equip- 
ment justify a closed staff in 
radiology, the court concluded. © 





Hurricane Donna Tests Hospital Disaster 
Plans, Threatens 50 Florida Hospitals 


Hospital disaster plans were put to a severe test from September 10 
through 13, as Hurricane Donna tore through the Florida Keys, cut a 
swath of destruction across the mainland of Florida and then continued 
northward, battering the Eastern seaboard. 

In addition to hurricane winds which uprooted trees, ripped power 


lines, twisted buildings and tore 
off roofs, the hurricane brought 
with it torrential rains which 
caused floods in some areas. Tides 
resulting from the hurricane also 
brought damage and destruction 
to coastal areas. 

In Florida, 50 to 60 hospitals 
found themselves in the path of 
hurricane winds, (75 m.p.h. and 
higher), according to an estimate 
by Jack F. Monahan Jr., executive 
director of the Florida Hospital 
Association. In addition, nearly 
100 hospitals experienced gale 
winds. 

Fortunately, Florida hospitals 
are experienced in dealing with 
such disasters, and most of them 
have emergency plans geared to 
handle problems resulting from 
hurricanes. There was also ample 
warning about Donna’s arrival and, 
according to Mr. Monahan, “the 
hospitals were ready.” All the pa- 
tients who did not absolutely re- 
quire hospitalization were released 
to free beds for hurricane victims 
and for obstetrical cases. It is the 
policy of Florida hospitals to ad- 
mit all pregnant women who are 
at term or post term when the 
hurricane warning is given. 





Very few emergency cases were 
handled by hospitals during the 
hurricane, Mr. Monahan reported. 
However, accidents suffered by 
Floridians during the preparations 
and clean-up provided outpatient 
departments with more than their 
usual load of work. A report of a 
survey of the experience of Florida 
hospitals in the disaster will appear 
in the October 16 issue of this 
Journal. 


NORTH CAROLINA HIT 


North Carolina, one of the states 
which received a bad mauling from 
Donna, is not inexperienced in 
handling hurricane emergencies. 
Donna did not penetrate far in- 
land, but it played havoc with the 
state’s coastal vacationland. Wil- 
mington was one of the hardest 
hit towns in the area, but at least 
one hospital there, the 250-bed 
James Walker Memorial Hospital, 
took the emergency in stride with- 
out encountering any serious diffi- 
culties. 

The hospital had received warn- 
ing approximately 24 hours before 
Donna’s_ arrival, according to 
Robert Martin, assistant adminis- 
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trator. As on previous similar oc- 
casions, the purchasing department 
arranged for an ample supply of 
candies, flashlights and batteries, 
and these were distributed among 
the nursing and maintenance per- 
sonnel, 

Emergency generators, which 
had been double-checked and made 
ready in expectation of the hurri- 
cane, carried the hospital well 
through its only important diffi- 
culty. Power was cut off for ap- 
proximately eight hours, but the 
generators proved quite adequate 
for keeping the hospital in normal 
operation. 

Mr. Martin reported that the 
only other problem, a minor one, 
resulted from the heavy rains 
which struck the hospital. Hurri- 
cane winds carrying the rain 
forced water through window 
frames and other small openings. 
In addition, some water seeped 
through the concrete and masonry 
walls. Wilmington’s three other 
hospitals also escaped serious dam- 
age, Mr. Martin said. 


NEW YORK GETS GLANCING BLOW 


Although New York City was 
spared from the hurricane’s full 
force, the hurricane brought with 
it tides so severe that certain parts 
of the city were flooded September 
13. 

The Greater New York Hospital 
Association, which renders assist- 
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HURRICANE DONNA REACHED the United 
States on September 10, as the map shows, 
and passed over the Maine border into the 
Maritime Provinces of Canada on Septem- 
ber 13. Preliminary estimates set property 
loss in Florida alone at more than $1 bil- 
lion. Eleven persons were known dead in 
Florida, 8 in New England, 4 each in New 
York and New Jersey, 3 in North Carolina 
and 2 in Virginia. Puerto Rico, where Donna 
struck on September 4, suffered the highest 
death toll: 106. 
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ance to member hospitals in times 
of emergency, received no calls. 
The association reported that a 
number of hospitals had minor 
flooding of basements which did 
not, however, cause any appreci- 
able damage. One hospital, St. 
Vincent’s Hospital of the City of 
New York, suffered a peapotany 
loss of electric power. 


Rates, Benefits Increased 
by Three Blue Cross Plans 


Three Blue Cross Plans—Colo- 
rado, Savannah, Ga., and Norfolk, 
Va.—trecently raised rates, and the 
latter two increased benefits as 
well. 

Colorado Hospital Service, Den- 
ver, a state-wide Plan, increased 
rates on its group and nongroup 
contracts, but with some excep- 
tions. Excluded from the increase 
were members participating under 
the new program for federal em- 
ployees, aged who enrolled under 
a senior citizens’ certificate in Au- 
gust 1959, members who hold 
the indemnity certificate, and also 
those who receive benefits under 
the Colorado old-age and aid to 
dependent children programs. The 
Colorado Plan administers these 
programs for the state govern- 
ment, 

On the most widely held group 
certificate the monthly rates went 
up from $4.50 to $5.65 for single 
subscribers, and from $9 to $11.30 
on family contracts. 

Thomas M. Tierney, executive 
vice president of the Plan, said 
the new rates will remain in effect 
at least until January 1963. He 
attributed the increase to rising 
hospital costs and said the new 
rates take into consideration an 
expected rise in hospital costs of 
not more than 8 per cent a year. 
The new rates will go into effect 
on October 16. 


SAVANNAH DOUBLES SOME BENEFITS 


Hospital Service Association of 


Savannah last month increased 
rates for all subscribers and at 
the same time doubled some of the 
allowances. The allowance toward 
drugs went up from $20 to $40, 
and for oxygen from $10 to $20. 
In addition, the Plan, which had 
previously excluded payments for 
anesthetics and administration of 
anesthesia, now allows $10 for 
anesthetics. 

In addition, the Savannah Blue 
Cross increased allowances for 
noncontracting hospitals: on the 
standard semi-private certificate 
that allowance went up from $53 
to $60 for a four-day stay; on the 


private certificate the comparable 
increase was from $55 to $62. 

On the most widely held private 
group contract, the Plan increased 
rates from $1.85 to $2.30 for single 
subscribers, and from $4.95 to 
$6.20 for fafnilies. 


NORFOLK PLAN MAKES WIDE CHANGES 


Tidewater Hospital Service As- 
sociation, Norfolk, last month 
introduced a number of improve- 
ments in its benefit schedule. Pay- 
ments for accident victims will be 
made not only for the initial visit 
to the emergency department but 
also for follow-up treatment and 
for minor surgery. The hospitali- 
zation period covered has been 
extended to 60 days; the Plan for- 
merly covered 35 days during the 
first year the contract was in ef- 
fect, 50 days in the second year, 
60 in the third, and 70 in the 
fourth and thereafter. 

Coverage for recovery room was 
specifically included in the new 
contracts, and care for children 
will be provided from birth under 
the family certificate, rather than 
from 30 days of age. Payments to 
noncontracting hospitals were also 
increased by the Norfolk Plan. 

The rates went up for all sub- 
scribers. On the group, $12-room 
certificate the rate was raised from 
$2.75 to $3.45 for single subscrib- 
ers, and from $6.05 to $6.90 *- 
family contracts. 


New Jersey Board Tightens 
Rules on Foreign Graduates 


By action of the New Jersey 
Board of Medical Examiners, taken 
during the summer, graduates of 
foreign medical schools will not be 
eligible to take the examination 
for a license to practice medicine 
in the state unless they have had 
not less than three full years of 
training in United States hospitals 
approved by the New Jersey board. 
Neither endorsements of licenses 
by other states, nor certification 
by the National Board of Medical 
Examiners will affect these eligi- 
bility requirements. Excluded un- 
der the new regulations are gradu- 
ates of Canadian schools and also 
United States citizens who have 
matriculated from foreign medical 
schools prior to July 31, 1960, and 
those who began the last four years 
of study prior to that date. 

The New Jersey Board of, Medi- 
cal Examiners adopted the above 
provision as the result of the with- 
drawal by the American Medical 
Association of its foreign school 
listing program at the end of 
1959. The AMA had been survey- 
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ing foreign medical schools, and at 
the time the program was discon- 
tinued, the number of listed 
schools reached 52. The problem 
of obtaining staff for the surveys 
was one of the principal reasons 
for the AMA action. 

The New Jersey board’s decision 
to exclude United States citizens 
from the requirements was based 
on the fact that a number of them 
went abroad to study medicine 
with the understanding that only 
one year of hospital training would 
be required to make them eligible 
for licensing in the state. 

In addition to requiring three 
years of United States hospital 
training, the New Jersey board 
specifies that all applicants for li- 
censes must be United States citi- 
zens. Furthermore, the Medical 
Practice Act of New Jersey does 
not require that candidates for li- 
censes be certified by the Educa- 
tional Council for Foreign Medical 
Graduates. a 


Data on Nurse Traineeships 
Given in New PHS Pamphlet 


“Facts About the Professional 
Nurse Traineeship Program” is the 
title of a publication recently re- 
leased by the Division of Nursing, 
U.S. Public Health Service. 

The publication deals with train- 
eeships for both long-term aca- 
demic study and short-term train- 
ing in nursing administration, 
supervision and teaching. It ex- 
plains the program and eligibility 
requirements for applicants. Also 
included is a supplemental list of 
schools of nursing and _ public 
health offering traineeships for 
full-time study, and another one 
naming agencies sponsoring short- 
term courses. The lists also pro- 
vide information as to the types of 
programs offered by the teaching 
institutions and, in the case of 
short-term courses, the dates the 
courses are given. 

The folder may be obtained 
from the Division of Nursing, 
Public Health Service, U.S. De- 
partment of Health, Education, and 
Welfare, Washington 25, D.C. §& 


Hospital Accounting Courses 
Offered for Home Study 


Educational assistance to per- 
sonnel concerned with the opera- 
tion of hospital financial records 
is being offered by the American 
Hospital Association in coopera- 
tion with the Home Study Depart- 
ment of the University of Chicago 
in the form of two correspondence 
courses in hospital accounting. The 
home study programs are avail- 
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able to bookkeepers, office man- 
agers, administrators and others 
who wish to improve their effi- 
ciency and skill. 

The first course, ‘Introduction 
to Hospital Accounting”’, was initi- 
ated last month. Its content ex- 
tends from the basic concepts and 
structure underlying double entry 
accrual accounting to the closing 
of accounts at the end of a period. 

The second, advanced course, 
“Accounting Practices and Proce- 
dures for Hospitals’, deals with 
accounting systems, accounting for 
cash, accounts receivable, accounts 
payable, payroll and other sub- 
jects. 

Additional information may be 
obtained from the Home Study 
Department, University of Chica- 
go, 60th St. at Dorchester, Chica- 
go 37. x 


Staff Changes Announced 
in AMA Hospitals Council 


Ralph Adams, M.D., is the new 
assistant secretary of the Council 
on Medical Education and Hospi- 
tals of the American Medical As- 
sociation. He replaces Glen R. 
Shepherd, M.D., assistant secre- 
tary for the past five years, who 
resigned. The position is in the 
area of graduate medical educa- 
tion. 

Dr. Adams, whose appointment 
was announced by the AMA along 
with other staff changes, recently 
completed the University of Chi- 
cago program in hospital adminis- 
tration. He formerly served a two- 
year fellowship at the Mayo 
Foundation, Rochester, Minn. 

The AMA announced also three 
other additions to the staff of the 
Council on Medical Education and 
Hospitals: 

@ Glen R. Leymaster, M.D., as 
associate secretary of the council, 
will have responsibility in the area 
of medical school activities of the 
council. He was formerly assistant 
professor of medicine and head of 
the Department of Public Health 
and Preventive Medicine at Uni- 
versity of Utah, Salt Lake City. 

@A. N. Taylor, Ph.D,, also a 
new assistant secretary of the 
council, will serve as secretary of 
the AMA Committee to Study the 
Relationships of Medicine with Al- 
lied Health Professions and Serv- 
ices. He has been professor and 
chairman of the Department of 
Physiology and associate dean of 
the Medical School, University of 
Oklahoma, Norman. 

@ Harold Watson, M.D., will 
serve as a full-time council staff 
member to review intern and res- 


idency programs. He had been 
assistant clinical professor of ob- 
stetrics and gynecology at the 
University of California School of 
Medicine, San Francisco. a 


Hospital Job Descriptions 
Needed in Research Project 


A research project on the chang- 
ing job characteristics of hospital 
positions is being conducted cur- 
rently by the Systems Research 
Group at Ohio State University, 
Columbus. The causes and effects 
of altering job descriptions in the 
hospital system are being studied 
and evaluated. 

The research group reports that 
extensive work has already been 
accomplished, but that the inves- 
tigation lacks completeness due to 
limited knowledge of studies deal- 
ing with job descriptions that were 
conducted previously. To obtain 
additional data, the study staff is 
asking hospital personnel directors 
for assistance. It requests any hos- 
pital that has job description re- 
ports from 1935 through 1950 to 
write, or to send in such reports. 
To permit comparisons, changes in 
the job classifications and new 
job descriptions, superseding those 
from the 1935-1950 period, would 
also be of value, the group indi- 
cated. 

Hospitals wishing to assist the 
research project should contact 
Walden Myers, Systems Research 
Group, Engineering Experiment 
Station, Ohio State University, 
Columbus 10. . 


Hospital Consultants Elect 
Officers at Annual Meeting 


Frank C. Sutton, M.D., director 
of Miami Valley Hospital, Dayton, 
Ohio, was elected secretary-treas- 
urer of the American Association 
of Hospital Consultants at the as- 
sociation’s annual meeting, held in 
San Francisco August 27. Dr. Sut- 
ton is a past president of Ohio 
Hospital Association. He currently 
serves as chairman of the Dayton 
Hospital Council and is a member 
of the advisory council to the Ohio 
State Board of Nursing Education 
and Registration. 

As secretary-treasurer, Dr. Sut- 
ton succeeded Morris Hinenburg, 
M.D., who was elected vice presi- 
dent of AAHC. Dr. Hinenburg is 
medical consultant to the Federa- 
tion of Jewish Philanthropies, New 
York, past president of the Hos- 
pital Council of Brooklyn, Greater 
New York Hospital Association 
and Hospital Association of New 
York State, special examiner for 
the New York City Civil Service 


HOSPITALS, J.A.H.A. 





Commission and member of New 
York State Advisory Council of 
Joint Hospital Survey and Plan- 
ning Commission. 

John N. Hatfield, director of 
Passavant Memorial Hospital, Chi- 
cago, and treasurer and past presi- 
dent of the American Hospital 
Association, was re-elected presi- 
dent of AAHC. Mr. Hatfield is a 
lecturer in hospital administration 
at the University of Chicago, has 
served on the Joint Commission on 
Accreditation of Hospitals and was 
for some years a member of the 
AHA Council on Government a 
lations. 


C. E. Berry Named Assistant 
to CHA Executive Director 


Charles E. Berry has been named 
assistant to the Rev. John J. Flan- 
agan, S.J., executive director of 
the Catholic Hospital Association 
of the United States and Canada. 
Mr. Berry has been director of the 
association’s department of hospi- 
tal administration, and he will re- 
tain this position. His new respon- 
sibilities will include management 
of the CHA central office in St. 
Louis and assistance to Father 
Flanagan in professional phases of 
the association’s work. 

Mr. Berry is associate director 
of the department of hospital ad- 
ministration, St. Louis University. 
He joined the staff of the is 
in 1952. 





CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 








NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Thomas Hospital, Fairhope. 
CALIFORNIA 


Martin Luther Hospital, Anaheim. 
Spotswood Memorial Hospital, Los Gatos. 
Queen of the Valley Hospital, Inc., West 
Covina. 
HAWAII 


Castle Memorial Hospital, Kailua, Oahu. 
KENTUCKY 

Homeplace Hospital, Ary. 

Estill County Hospital, Irvine. 
LOUISIANA 

Iberia Parish Hospital, New Iberia. 

MAINE 

Regional Memorial Hospital, Brunswick. 
MINNESOTA 

White Community Hospital, Aurora. 
MISSISSIPPI 

Shands Hospital Inc., New Albany. 
NEW JERSEY 

Community Memorial Hospital, 


River 
TENNESSEE 
Monterey Hospital, Monterey. 
TEXAS 

Texas Institute for Rehabilitation and Re- 

search, Houston. 
Wagner General Hospital, Palacios. 
Pasadena Medical Hospital, Pasadena. 
Manuel Ramirez Memorial Hospital, Roma. 
Medical and Convalescent Hospital, San 

Antonio. 


Toms 
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FOREIGN 

United States Operations Mission to In- 

donesia, Djakarta, Indonesia. 
HOSPITAL AUXILIARIES 

Doctors’ Hospital Auxiliary—San Diego, 
Calif. 

Sonoma Valley Hospital Auxiliary—Sono- 
ma, Calif. 

Queen of the Valley Hospital Auxiliary— 
West Covina, Calif. 

Marshall Browning Hospital Auxiliary, Du 
Quoin, Ill. 

Little Traverse Hospital Women’s Auxil- 
iary—Petoskey, Mich. 

Bethesda Volunteers—St. Paul, Minn. 

Mahopac Hospital Auxiliary, Mahopac, 
N.Y. 
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perry association etnias 


(Continued from page 6) 


7-11 Hospital Purchasing, Chicago (AHA 
Headquarters) 

7-11 Hospital Hi | ing (Advanced), 
New York (Sheraton- Atlantic Hotel) 

7-11 Physical Therapists, Los Angeles 
(Ambassador Hotel) 





10-11 Kansas Hospital Association, Wichita 
(Broadview Hotel) 
Virginia Hospital Association, Roa- 
noke (Hotel Roanoke) 
Nursing Service Supervision, Salt 
Lake City (Hotel Utah and Motor 
Lodge) 
American Occupational Therapy As- 
sociation, Los Angeles (Statler-Hilton 
Hotel) 
Missouri Hospital Association, Kan- 
sas City (Hotel President) 
National Association for Mental 
Health, Denver (Denver-Hilton Hotel) 
Arizona Hospital Association, Tucson 
(Hiway House) 
Minnesota Hospital Association, St. 
Paul (St. Paul Hotel) 
Credits and Collections, 
(AHA Headquarters) 

28-Dec. 1 American Medical Association, 
Clinical Meeting, Washington, D.C. 
(Park-Sheraton Hotel) 

29-Dec. 1 Hospital Dental Service (Ad- 
vanced), Chicago (AHA Headquarters) 
(Continued on page 102) 
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1960 hospital administrative residents 


Following is a listing of students who have completed their classroom 
work in hospital administration and have been assigned to residencies. 
This is a continuation of a listing begun in the July 1 issue of this Journal. 


UNIVEKSITY OF CALIFORNIA residents and staff ‘are (from left) front row: Michael S. Diener; 
Daniel M. Anzel; Joan Turnquist; Herbert M. Ormsby; Ruth H. Inghram (lecturer); Dane M. 
Long. Second row: Boone Powell Jr.,; Ronald W. Harper; Ronald J. Davey; Richard J. Stull 


(course director); Frederick A. Traill; Ray M. Teems; Thomas J. Andrews. 


UNIVERSITY OF CALIFORNIA 
Course director: Richard J. Stull 


ANDREWS, Thomas J., to W. W. 
Stadel, M.D., director, department 
of medical institutions, San Diego 
(Calif.) County Hospital. 

ANZEL, Daniel M., to H. H. Hix- 
son, administrator, University of 
California Medical Center, San 
Francisco. 

Davey, Ronald J., to F. R. Mac- 
Dougall, superintendent, Sharp 
Memorial Hospital, San Diego. 

DIENER, Michael S., to S. Schul- 
man, administrative director, Ce- 
dars of Lebanon Hospital, Los An- 
geles. 

HARPER, Ronald W., to S. J. Tib- 
bitts, superintendent, The Califor- 


nia Hospital, Los Angeles. 

Lonc, Dane M., to Mark Berke, 
director, Mount Zion Hospital, San 
Francisco. 

Ormspsy, Herbert M., to Orville 
N. Booth, administrator, St. Fran- 
cis Hospital, San Francisco. 

POWELL, Boone Jr., to Frank S. 
Groner, administrator, Baptist Me- 
morial Hospital, Memphis, Tenn. 

TEEMS, Capt. Ray M., to United 
States Air Force Hospital, Keesler 
Air Force Base, Biloxi, Miss. 

TRAILL, Frederick A., to Boone 
Powell, administrator, Baylor Uni- 
versity Medical Center, Dallas, 
Tex. 

TURNQUIST, Joan, to Clifton Lin- 
ville, administrator, Fresno 
(Calif.) Community Hospital. 





DECEMBER 


Florida Hospital Association, Miami 


(Everglades Hotel) 

Illinois Hospital Association, Chicago 
(Pick-Congress Hotel) 

Radiological Society of North Amer- 
ica, Cincinnati (Netherland-Hilton Ho- 
tel) 

Hospital Purchasing (Advanced), San 
Francisco (Whitcomb Hotel) 

Medical Record Librarians (Ad- 
vanced), Chicago (AHA Headquarters) 
Nursing Service Supervision, Roanoke 
(Hotel Roanoke) 
Labor Relations. 
Headquarters) 
Hospital Design and Construction, 
Washington, D.C. (Park-Sheraton) 
American Association for the Ad- 
vancement of Science, Philadelphia 


JANUARY 


Puerto Rico Hospital Association, 
Santurce (Medical Association Bldg.) 
Alabama Hospital Association, Mont 
gomery (Whitley Hotel) 
National Association of Private Psy- 
chiatric Hospitals, Scottsdale, Ariz. 
(Safari Hotel) 

30-Feb. 3 American Protestant Hospital As- 
sociation, Kansas City (Muehlebach 
Hotel) 


Chicago (AHA 


FEBRUARY 
2-4 American College of Hospital Ad- 


ministrators, Fourth Annual Congress 
on Administration, Chicago (Morrison 
Hotel) 

4-7 American Medical Association, Con- 


gress on Medical Education and Li- 

censure, Chicago (Palmer House) 
23-25 Louisiana Hospital Association, 

Shreveport (Captain Shreve Hotel) 


MARCH 


13-16 National Health Council, National 
Health Forum, New York (Waldort- 
Astoria) 

16 Wisconsin Hospital Association, Mil- 
waukee (Schroeder Hotel) 

21-23 Kentucky Hospital Association, Lex- 
ington 

23-24 Georgia Hospital Association, Atlanta 
(Biltmore Hotel) 

27-29 New England Hospital 
Boston (Hotel Statler) 


Assembly, 





The wheres and whens of 
preventive maintenance 
(Continued from page 87) 


be of real value. Prompt follow- 
up with necessary work orders is 
a must. 

The engineer should do all he 
can with a form that only requires 
pencil checks or notations (see 
Fig. 3, page 86). In large hospitals 
where business accounting ma- 
chines are available, it may be 
possible to adapt the reports, cost 
accounting, and performance data 





The days of “laudable 
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mistake — somewhere! 


A Diack Control in each 


pack is 





pus” are gone. An infected 


wound now usually means a 


“mistake-protection”. 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 








to punch cards, thus utilizing the 
accounting machines; or even put- 
ting the cards on electronic data 
processing machines if they are 
available. The size of the work 
load and the useful information 
desired should determine the most 
economical method. 

In developing paper work re- 
quirements, it is important to pre- 
pare a basic flow sheet to show 
what is wanted. Then possible 
combinations or short cuts that 
will eliminate work and travel can 
be sought. 

Wherever possible, standing 
work orders, either monthly or 
quarterly, can be used, making 
sure that all craftmen’s time can 
be accounted for. Separate work 
orders are desirable if many hours 
and more than one craft are 
involved. Standing work orders 
should run approximately 10 per 
cent; separate work orders ap- 
proximately 40 per cent; work 
orders covering one operation or 
type of equipment 30 per cent, 
and work orders for unusual and 
nonrecurring work approximately 
20 per cent. This will vary with 
the size of hospital and the amount 
of work done under contract. 

Preventive maintenance is be- 
coming more important in hospital 
operation. The sooner the hospital 
engineer develops a practical and 
sound preventive maintenance pro- 
gram, the sooner his department 
will show progress and gain better 
utilization of manpower, with less 
down time as well as a reduction 
in the number of major and costly 
repair jobs. e 





Association section 
(Continued from page 52) 


tem, and it will be carried on 
throughout the year in order to 
avoid the sharp public reactions 
which generally occur whenever 
public hearings are held. 

A program as far reaching as 
this one will need the wide accept- 
ance of members of hospital gov- 
erning boards, hospital adminis- 
trators and hospital medical staffs. 
It will need the sponsorship not 
only of the American Hospital As- 
sociation but also of the American 
Medical Association, and of Blue 
Cross and Blue Shield. Since its 
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implementation must depend on 
hospital associations and councils 
—many of which have already in- 
stituted and conducted parts of the 
program—its first steps will need 
to be guided by officials of these 
hospital associations and councils. 
Its success will depend on whether 
all elements of the program are 
combined into a complete plan, for 
the absence of any element would 
detract from its objective which 
is to rebuild the image that the 
public holds of our hospital sys- 
tem. 

To implement such a program, it 
is proposed that a number of steps 
be taken without delay: 

1, That the Joint Hospital Ac- 
tion Program be made the first or- 
der of business of the Summer 
Conference for Executives of Al- 
lied Hospital Associations for the 
purpose of developing a statement 
that can be considered at the Au- 
gust 1960 meeting of the House of 
Delegates of the American Hospi- 
tal Association; 

2. That officials of allied hospital 
associations be asked to present 
this statement to their governing 
boards for their understanding and 
study, with the intent that each 
association will proceed to devel- 
op a statement as to how such a 
program could be implemented in 
its hospital service area; 

3. That this statement be circu- 
lated to Blue Cross and Blue Shield 
Plans for their understanding and 
study; 

4. That this statement be dis- 
cussed with appropriate persons in 
the American Medical Association, 
with the request that they consider 
joining with the American Hospi- 
tal Association in further develop- 
ing and promoting such a Joint 
Hospital Action Program; and 

5. That this statement be re- 
ferred to appropriate councils and 
committees of the American Hos- 
pital Association, with the request 
that they develop specific proposals 
for implementing the program. 





Pianning the central storage area 


(Continued from page 65) 
tubing, age and deteriorate rapidly 
in excessively high temperatures. 


Excessive humidity, as well as 
extreme dryness, adversely affect 
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many items. Although air condi- 
tioning this area may be expensive, 
the benefits of including the store- 
room should be considered if the 
hospital is installing a central 
system. 

Planning should include ar- 
rangements for safe, easy storage 
and dispensing of barreled liquids, 
such as soaps, waxes and disin- 
fectants; a flood-guard curbing 
around this area might one day 
save a lot of trouble. A simple 
chain hoist or the use of tilting 
barrel racks can make the han- 


dling of barrels a safe one-man 
operation. Simple centrifugal 
pumps are also available for use 
in dispensing barreled liquids. 

In summary, it is well to give 
a good deal of thought to what 
functions should be incorporated 
into central stores and receiving, 
what materials should be so con- 
trolled and in what quantities they 
should be stored. Then, after these 
decisions have been made, an 
attempt should be made to allocate 
ample space for the stores function 
in a central area if possible, ad 








for survival.:. 


the ISOLETTE’ incubator offers greater 
protection for the premature infant 


Only the IsoLeTTE® provides precise, continuous, fully-automatic control of temper- 
ature, humidity and oxygen—vital factors of the premature infant’s environment. 


When nursery air is used, the IsoLETTE incubator alone insures maximal isolation 
by means of the new ISOLETTE MiCRO-FILTER, which removes all contaminants 


NEW! Infant Servo-Controller 
for the Isolette 


... for the first time permits the prema- 
ture infant to act as his own thermostat— 
to maintain a constant, normal body tem- 
perature indefinitely! The new INFANT SERVO- 
CONTROLLER can be factory-adapted to any 
ISOLETTE now in service, or it can be pur- 
chased as a complete ISOLETTE unit. 


down to 0.5 micron in size. And if the 
exclusive outside connection is used, the 
IsOLETTE incubator provides a continu- 
ous supply of circulating pathogen-free, 
fresh, outside air. 


For optimal protection of even the tini- 
est infant—and to be ready for the 
increasing birth rate—make sure your 
nursery has enough IsoLeTTE incubators. 


Write for information about the IsOLETTE 
and the INFANT SERVO-CONTROLLER, or tele- 
phone collect from any point in the U.S.A. 





/ AIR-SHIELDS, INC. fe A 


OSborne 5-5200 





Hatboro, Pa. 


Leaders in electronic research 3 tis 
and engineering to serve medicine 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 





FOR SALE 


CLINICAL COLOR CAMERA:  Coreco 
Model #300 uses Bantam Film Size 828 
Kodachrome. Complete with 17 different 
applicators, etc. Original cost over $800.00, 
sacrifice for $250.00. Microfilming Corpo- 
ration of America, 2 Llewellyn Avenue, 
Hawthorne, New Jersey. 








OBSERVE WITHOUT DISTURBING: Se- 
cretly—through transparent mirrors! Free 
information: One-Way Mirror; HA-960; Box 
625; Mt. Vernon, New York. 


WANTED 


Part or full time EXCLUSIVE DISTRIBU- 
TOR FRANCHISE to sell medicine and 
physicians’ supplies to doctors and hospi- 
tals. $2200 required for franchise, no cash, 
self liquidating. Dignified profitable work, 
no pressure, experience not required. 
ZIEGLER CORPORATION, 500 Franklin 
St., Buffalo 2, N.Y. 











POSITIONS OPEN 


DIETITIAN, ADA for Metabolic Ward, 





Research Division of general teaching 
hospital. To supervise dietary aspects of 
diversified clinical research program. Ac- 
tive participation in research problems 
encouraged. Salary from $4500 depending 
on experience. 40 hr. week, Monday- 
Friday. Apply N. C. Birkhead, M.D., 
Lankenau Hospital, Phila. 31, Pa. 





ENGINEER: Supervise plant operation in 
500 bed hospital—medical center in South- 
ern California. Serve as department head 
to administer program involving mainte- 
nance of buildings and grounds, equipment 
and distribution lines for steam, water, 
plumbing, electricity, refrigeration, and 
sanitation. 10 years of progressively re- 
sponsible experience in plant maintenance 
required. Degree in mechanical or electri- 
cal engineering desirable, not essential. 
Ample fringe benefits including health and 
retirement plan. Submit resume and re- 
cent photograph to Personnel Office, Cedars 
of Lebanon Hospital, 4833 Fountain Ave- 
nue, Los Angeles 29, California. 





HOSPITAL SERVICE MANAGER for di- 
recting non-medical activities at Nevada 
State Hospital, Reno, Nevada. Preferably 
a degree in hospital administration or 
equivalent experience. Salary open. Apply 
to Nevada State Personnel Department, 
Carson City, Nevada. 





DIRECTOR OF MEDICAL RECORDS: The 
Methodist Hospital, Texas Medical Center, 
Houston 25, Texas. Hospital currently at 
370 beds with expansion to 700 beds in 
progress. General, acute, teaching hospital 
with medical school affiliation. Considera- 
ble experience necessary. Salary open. 
Write: Ben Tobias, Assistant Administra- 
tor. 





DIRECTOR OF NURSES for seventy-five 
bed hospital, degree desirable but not 
necessary. Must be good organizer, prefer- 
able experienced. Salary open. Contact 
Administrator: Preston Memorial Hospi- 
tal, Kingwood, West Virginia. 
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cLASSIFLED/ ER TIS! 


ASSISTANT DIRECTOR OF DIETETICS: 
A staff position is currently available in 
the Department of Dietetics. The incum- 
bent will be responsible for the prepara- 
tion of foods and the methods of presenta- 
tion for patient and personnel meals as 
well as development and testing of recipes. 
Coordinates activities within the depart- 
ment to insure that menus are practical 
and acceptable from the standpoint of all 
pertinent consideration. This position de- 
mands a vivid imagination in the creative 
food field with a full understanding of 
food production methods and techniques. 
Basic Qualifications: Three years admin- 
istrative experience in creative menu 
planning, food preparation and personnel 
management. Must be a member of The 
American Dietetic Association. Starting 
salary $6,228-$7,200. Commensurate with 
background. Submit detailed resume to: 
Mr. E. Morrison, Cleveland Metropolitan 
General Hospital, 3395 Scranton Road, 
Cleveland 9, Ohio. , 





MEDICAL RECORDS LIBRARIAN. A large 
San Francisco Bay Area medical clinic has 
an unusual and challenging opportunity 
for a person capable of developing a com- 
plete and expanding medical records de- 
partment—minimum 3 years experience 
with a well-rounded es program, 
and knowledge of terminal digit system. 
Excellent starting salary—liberal personnel 
benefits. Send resume to: Palo Alto Med- 
ical Clinic, 300 Homer Avenue, Palo Alto, 
California. 





ASSISTANT DIRECTOR OF DIETETICS: 
A.D.A. member, 40 hr. week, 2 week vaca- 
tion, sick leave benefits social security. 
Direct patient food service and employee 
training. 450 bed general, private hospital. 
Salary open. Contact: Miss R. E. Brown, 
Director of Dietetics, Toledo Hospital, 2142 
No. Cove Blvd., Toledo, Ohio. 


STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
patient work. Well equipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 








OUR 63rd YEAR 
NOODI ARDS 
AEM AIFLER ERR 


RAndolph 6-5682 


ADMINISTRATORS: (a) Dir med ed; full 
accred, 350-bd, genl, vol hsp; 40 res & 
interns; $15-18,000 plus exc benefts, 

(b) Dir Hsp Admin Servs; new med & 
hsp facils, w/total capacity 800-bds; req’s 
3 yrs successful admin post; about $15,000; 
beautiful area, So. Cal. (c) 150-bd, JCAH 
hsp; $10,000 or more; coll twn, MW. (d) 
Req’s successful record of Admin; 110-bd, 
genl hsp; $9-$10,000; nr lge city, MW. (e) 
New, 200 bd hsp; $10-12,000; lge city, E. 
(f) New 65-bd hsp (only one in county); 
$8-12,000; MW. (g) 150-bd, JCAH, genl, 
vol hsp; residential resort area, coll twn, 
Fla. (h) 110-bd, JCAH hsp; $8,500 yr; SW. 
(i) Asst Med Dir; very lge full-approvd, 
genl. tchg hsp; req’s min l-yr apprvd 
internship, 1 yr, adm exper to $12,000; 
vie NYC. (j) Asst; univ-affild, 300-bd 
hsp; outstndg facil; report to ACHA; 
about $9,000; attrac univ & coll, cultural 
city; SW. (k) Asst w/hsp res; hsp exp 
pref’d but not nec; 250-bd, full-accred 
genl hsp; NW-Central. (1) Asst; req’s 
RN; 100-bd hsp w/new bldg open’g soon; 
about $6,500-$8,000; E. 


ADMINISTRATIVE POSTS: (m) Admin 
Asst; dir volunteers; new 300-bd hsp; 
$5-8,000; will take reg’d nurse; Calif. (n) 
Accounts Services Supervisor; thorough 
knowledge, c & c; 290-bd, JCAH, genl 
hosp; 40-hr wk; sal open; fringe benefits; 
West coast. (0) Bus Mgr w/exper; excl 
5 MD grp, expndg; $7200 plus life & hlth 
insur & other subsequent fringe benefits; 
substantial raise, 6 mo’s & thereafter; 
exceptional, educ’l, recreational, & hous’g 
facils, Calif. (p) Compt; 250-bd, genl, vol, 
JCAH hsp; $8-9,000; E. 





DIETITIAN: Preferably A.D.A. member 
for 135 bed general hospital located in 
rural Delaware close to shore resorts. 
Hospital is beautifully situated and well 
equipped including a Nurses Training 
School with a capacity of fifty students. 
Good personnel policies, and salary com- 
mensurate with ability and background. 
Apply G. R. Lorenz, Administrator, Mil- 
ford Memorial Hospital, Milford, Dela- 
ware. 


DIRECTOR OF NURSING SERVICE—245 
bed Pediatric Hospital, excellent physical 
plant, good working conditions, retire- 
ment plan. Applicants must be well quali- 
fied and have previous experience. Start- 
ing salary $9,000. Write Norman L. Losh, 
— Children’s Hospital, Denver 18, 
Colo. 


ADMINISTRATIVE ASSISTANT or Busi- 
ness Manager for general accounting, 
credit and collections. Degree in hospital 
administration or ——— experience. 
Salary open. Capitol Hospital, 35 beds, 
Milwaukee, Wisconsin. Address replies to 
George McNaughton, Administrative As- 
sistant, Capitol Hospital, 1971 W. Capitol 
Drive, Milwaukee 6, Wisconsin. 


MEDICAL TECHNOLOGISTS: ASCP reg- 
istered or eligible. Also, senior technicians 
with two to three years experience for 
Hematology, Blood Bank, or Pathology of 
teaching and research hospital in Chicago’s 
Medical Center. University of Illinois af- 
filiation. Top salaries for 40 hour week. 
Three weeks vacation and many benefits. 
Apply Personnel Department, Presby- 
terian-St. Luke’s Hospital, 1753 West Con- 
gress Parkway, Chicago 12, Illinois. 


THE MEDICAL BUREAU 


Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Adm. 120 bed 
hsp. St. Lawrence Seaway area, $8-10,000; 
(b) Asst. Adm. strong exp. purchasing, 
125 bed hsp, wealthy Mich. resort; (c) 
Adm. 170 bed hsp. college town, summer- 
winter vacationland; M.W. (d) Adm. 50 
bed hsp. New England ski center; $11,000; 
(e) Adm. 160 bed hsp. ideal Texas loca- 
tion; $10,000; (f) Asst. Adm. 300 bed hsp. 
leading M.W. univ. ctr. $7-9000; (g) Adm. 
200 bed hsp. under construction; S.E. At- 
lantic Seaboard; H10-1. 


ADMINISTRATIVE PERSONNEL: (a) 
Adm. Asst. 300 bed hsp. near N.Y.C. $7- 
8000; (b) Purch. Agent, 350 bed hsp. Pa. 
(c) Personnel Dir. 350 bed hsp. Mich. to 
$8000 start; (d) Engineer, brand new 100 
bed hsp. Chicago, $7-10,000; (e) Food Serv- 
ice Dir. large hsp. $10,000, East. H10-2. 


ANESTHETISTS: (a) Staff, 250 bed hsp. 
near Detroit, average $8000; (b) Free 
lance, some administration, small hsp. 
guarantee $8500; (c) Chief, 100 bed hsp. 
South mountains, to $9000; H10-3. 


DIETITIANS: (a) Chief, 400 bed hsp., cen- 
tral tray service; $8000, mtce. East. (b) 
Asst. 300 bed Chicago hsp.; ideal opport. 
advance Chief; $6000 up; (c) Chief, 200 
bed hsp. Florida resort; $6000 plus; H10-4. 


DIRECTORS OF NURSES: (a) Dir. Nurs- 
ing, 400 bed univ. affil. hsp; 200 students, 
N.L.N. attract. salary, apt. So; (b) Dir. of 
Nurses, 60 bed hsp; Wis. lake resort; $6000; 
(c) Assoc. Dir. N. Service, 315 bed hsp. 
Pa. to $8500; (d) Dir Service, School; 100 
students; 360 bed hsp. Texas, to $10,000; 
(e) Establish, administer new School 
Practical Nurses conjunction Board of 
Educ. excellent opport. $6000 up; Eastern 
mountain resort; H10-5. 


EXECUTIVE HOUSEKEEPERS: (a) Man 
or woman; bed univ. hsp. 75 em- 
ployees; growth potential; $7500, E. (b) 
Housekeeper-Ldry. fairly new 100 bed 
hsp. mountain resort. E. top salary; H10-6. 


MEDICAL RECORD LIBRARIANS: (a) 
Traveling consultant, M.W. $650 plus ex- 
penses; (b) Chief, male, female, large re- 
nowned hsp. active research ctr. NYC, 
$7000 up; (c) Chief most modern 100 bed 
hsp. overlooking mountain resort. $6000 up. 


-7. 
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POSITIONS OPEN 


MEDICAL RECORD LIBRARIAN, R. R. 
L: Chief of Department, staff of 25, 690 
bed general hospital. Integral part of de- 
veloping 236 acre Detroit Medical Center. 
Standard Nomenclature, terminal digit, 
I.B.M. Salary open, minimum experience 
three years. Liberal personnel policies. 
Write or phone collect, Personnel Direc- 
tor, Harper Hospital, 3825 Brush Street, 
Detroit 1, Michigan. 








FOOD SERVICE DIRECTOR: 300 bed 
general hospital. Experienced in quality 
and cost control. Personnel pay cafeteria 
experience desirable. Position available 
immediately. Salary open. Submit resume 
to: Mr. Richard M. Vogel, Assistant Ad- 
ministrator, Albert Einstein Medical Cen- 
ter, Southern Division, Philadelphia 47, 
Pennsylvania. 





DIETITIAN: ADA member; 95l-bed Gen- 
eral Medical & Surgical Teaching Hospital 
on Niagara frontier; under Federal Career 
Civil Service; 40-hour work week; liberal 
vacation and holidays; supervisory re- 
sponsibility for food production, ward 
service, employee training and patient 
education; starting annual salary $5355. 
Apply Chief, Dietetic Service, Veterans 
Administration Hospital, 3495 Bailey Ave- 
nue, Buffalo 15, New York. 





MALE REGISTERED NURSE with some 
psychiatric experience. Salary $5,520 per 
annum to $6,240 per annum in accordance 
with experience. Retirement, social secur- 
ity, group disability, vacation, sick leave, 
and other fringe benefits. J. Stomel, M.D., 
Medical Superintendent, Security Mental 
Health Hospital, Box B, Anamosa, Iowa. 





DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Ill. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
ists ... Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Lee mg ee Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


POSITIONS WANTED 


THE MEDICAL BUREAU 


Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 








Administrator—medical; MPH, 7 yrs asst, 
supt., 1200 bed hsp. 3 yrs adm. staff, one of 
leading organizations in med. 


Administrator: MHA, 4 yrs assoc. dir. tchg. 
hsp. asst. in bldg. prog. inc. capacity 200- 
400; 6 yrs. dir. 225 bed hsp. 


Asst. Adm. MHA, adm. intern. 1959; adm. 
asst. at 500 bed univ. hsp. 


Pathologist; M.S. (Path); Diplomate (Path. 
Anat; Clin. Path.); 8 yrs. dir. path. 250 bed 
hsp. 

Radiologist; Diplomate (Diagnosis, Thera- 
py, Radium); trained in isotopes, 4 yrs. 
dir. dept. 200 bed hsp. 





OUR 63rd YEAR 


WOODWARD esses 
So V.Wabash-Chieago, UL. 


RAndolph 6-5682 


ADIMINISTRATOR: Over 10 yrs success- 
ful Adminshps, lge hsps; seeks Ohio area; 
will consider others; early 40’s; FACHA. 


ASSISTANT ADMINISTRATOR: 29; BS 
pharm; MHA; 2 yrs adm & sup ofc, USAF: 
compltg adm res, 800-bd, med schl affil 


hsp. 


ADMINISTRATIVE ASSISTANT: 26; 
MBA (hsp adm); 1 yrs adm res, 500-bd, 
univ hsp; 2 yrs, adm asst, 50-bd hsp; 
seeks adm asst or asst, hsps over 150-bds; 
any locality but pref SE. 


BUSINESS MANAGER: Univ trnd in fi- 
nance; 2 yrs, excl exper, coll, acctg, cred 
mgr & cashier past 18 mo, credit & ofc 
mgr, 75-bd, genl hsp; seeks greater re- 
sponsibility; $6-8,000; pref West or Rocky 
Mtns area; middle 30's; excl refs. 


PATHOLOGIST: 3 yrs, tchg, 5 yrs, Chief, 
path; 400-bd hsp; seeks, chief, tchg hsp 
or where res prog needs develop’g; Dipl; 
both branches; late 30’s. 


PUBLIC RELATIONS DIRECTOR: 7 yr, 
Publ Rels Dir, lge institutions; seeks Dir, 
Publ Rels w/respons handl’g all phases 
hsp publ rels in various fields of activity; 
will locate anywhere; age 30. 


RADIOLOGIST: Dipl, Diag & Ther; 3 yrs, 
rad, med-sized hsp; seeks hsp 100-150 
bds; any locality; age 37. 
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For Sale 


Positions Open 


Please schedule the following advertisement for the 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, 


issue(s) of HOSPITALS 





(Date of Publication) 


under the following heading: (Thirty-five cents a word; minimum charge $5.00 per insertion.) 


Instruction 


Services 


Positions Wanted 


Wanted 











[] Bill the Hospital 





[] Check or Money Order Enclosed 


Signed 
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Hospital 





Address 








City & State 
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skilled 


’ hands deserve 
the finest 


WILSON 


SURGEONS’ 
GLOVES 


THE ONLY BRAND WITH 
flat trim wrist and naturally curved fingers 


Now available in a new wrist style—without beaded 
edge—color-banded Wilson Gloves are better 

than ever. They slip on more easily, fit the wrist more 
comfortably, show less tendency to roll down in 
use. And with exclusive curved fingers that follow 


natural hand conformation, Wilson Surgeons’ Gloves 
are unsurpassed in fit and comfort. 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


in Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 
WILSON ANDO B-D-—REGISTERED TRADEMARKS U.S. PAT. OFF 














Get the full story 
for your hospital NOW. 
Write for Brochure SC-303. 




















the all new 


AMSCO 
VACAMATIC 


This Amsco-researched, new concept in Supply 
Sterilizers incorporates pre- and post-exposure 
vacuums to utilize a sterilizing temperature 
of 275° F. This instantly-microbicidal moist 
heat permits ultra-short exposure periods 
which vastly increase production and result 
in less deterioration of fabric and rubber 
items than is experienced with conventional 
procedures. Because of its advanced fea- 
tures of automation, speed and safety, 
the work output of a single Vacamatic 
exceeds that of THREE ordinary Supply 
Sterilizers. 


A M E R | & A N A world of experience 


to serve 
STE R I LI Z E R Hospitals everywhere 


PF ERIE* PENNSYLVANIA 
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